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OLDING to the aim of having this paper 
reflect, as nearly as possible, the common 
denominator of the points at issue in con- 

sidering gastrojejunal ulcer, I wrote to more than 
a score of men in the States whom I knew to have 
a large gastro-enterological surgical experience. 
Many of the quotations and citations of opinions 
which follow are from these personal communica- 
tions, thanks for which are hereby publicly ac- 
knowledged. Doctor John F. Erdman of New 
York very kindly sent me his manuscript of a 
paper entitled “ Marginal Gastrojejunal] or Peptic 
Ulcer Subsequent to Gastro-Enterostomy ”’ which 
he recently read before the New York Surgical 
Society (16). 
FREQUENCY 

Realizing the vast number of gastro-enteros- 
tomies which have been done in the last two de- 
cades, it is most striking to learn that men with 
clinics in which fairly large numbers of abdominal 
operations are performed should so rarely see a 
gastrojejunal ulcer. The two cases of my own 
experience constitute a high percentage of the 
total cases seen by me when compared to its in- 
frequent observance by men of extensive practice. 

Edward P. Richardson (1) of Boston writes me 
that he has operated on but four cases; two of 
these he has reported (2). E. A. Codman (3) of 
Boston has had two cases. Willy Meyer (4) of 
New York and Dean Lewis (5) of Chicago each 
has seen the condition only once. Carl B. Davis 
(6) of Chicago has had but one case in the last 
ten years. H. M. Richter (7) of Chicago writes 
me, “In a fairly considerable experience, includ- 


ing approximately thirty gastro-enterostomies on 
infants, I have not had, or failed to recognize the 
development of, a single case, and I have some- 
how never had occasion to operate upon this lesion 
following gastro-enterostomy by others.” W. T. 
Terry (18) of San Francisco reports three cases 
from his own practice in four years. 

George E. Brewer (9) of New York writes me, 
“As a matter of fact, I have never in my own 
practice come in contact with a definite case of 
open gastrojejunal ulcer secondary to the opera- 
tion of gastro-enterostomy.” Alfred A. Strauss 
(10) of Chicago writes, “Clinically, I believe that 
its development does not occur in more than 3 
per cent of the cases. I, however, could not make 
thisadefinitestatement.”” John B. Deaver (11) of 
Philadelphia finds that gastrojejunal or secondary 
ulcers occur in about 2 per cent of cases of gastro- 
enterostomy. In marked contrast to the last two 
fairly definite impressions of frequency of occur- 
rence, A. J. Ochsner (12) writes me that his num- 
ber of gastro-enterostomies well exceeds one 
thousand but he has met jejunal ulcer, insofar as 
he knows, in only three cases. He surmised, how- 
ever, that other patients of his, developing such a 
complication, may have sought other surgeons. 

The frequency of occurrence, as so far stated, 
is based solely on operative demonstration This 
sequela to gastro-enterostomy cannot be limited 
to the percentage established by operative diag- 
nosis. A sufficiently accurate diagnosis can be 
reached by pre-operative methods. These indi- 
cate very strongly that it occurs rather more fre- 
quently than surgeons generally concede. 


1 Read before the Nebraska Section, American College of Surgeons, in session in Omaha, March 3 and 4, 1921. 
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In April, 1917, Smithies (13) reviewed the con- 
dition of 8,826 persons who had been under his 
observation for some type of digestive disorder. 
Of this number, 2,360 had been operated upon 
for gastric or duodenal disease. In his analysis of 
273 (11 per cent) of these cases as regards gastric 
function following gastro-enterostomy he found 
that only 20.9 per cent were complaint free, while 
in 87.89 per cent symptomatic or subjective im- 
provement resulted from the operation. The 
deduction is that 12.11 per cent were suffering 
from digestive disturbances which, at the time of 
the re-examination, were equal to, or greater than, 
those suffered by the patient when originally 
operated upon. The essentials of this analysis 
made four years ago are doubtless a fair reckon- 
ing parallel for present results. It would seem that 
if these cases, which were unimproved by operation 
either immediately or remotely, were averaged 
with the estimated frequency as established by 


operative findings, a more accurate opinion or im- . 


pression would be gained. It certainly cannot be 
over-estimating the frequency of the condition 
to assume that within from ten days to ten years 
following a gastro-enterostomy, jejunal ulcer will 
develop in at least 8 per cent of the cases under 
the present surgical technique and non-surgical 
postoperative care. 


ETIOLOGY 


Gastro-enterostomy. The constant gross causa- 
tive factor of gastrojejunal ulcer is a gastro- 
enterostomy. Primary jejunal ulcer is so rare that 
it is negligible. Bryan (14) reports a case of 
primary jejunal ulcer which was undiagnosed 
throughout a long period of gastro-intestinal dis- 
turbance in which there was a crisis of “acute ab- 
domen.”’ Operation was refused for seventeen 
hours following perforation, and death occurred 
about twelve hours after the operation. Oviatt 
(15) says, “Peptic ulcer of the jejunum is rare, 
usually following the operation of gastrojejunos- 
tomy. It has never been reported following the 
operation of pyloroplasty or gastroduodenostomy 
for benign conditions.”” This last statement, 
made now over ten years ago, is equally true at 
the present time. 

Bacteria. An infective thrombosis or a hema- 
togenous infection is doubtless a contributing 
factor in a small percentage of these complications 
but certainly not in any such proportion as is di- 
rectly responsible for the development of the 
primary gastric or duodenal ulcer. 

Syphilis. Erdman (16) was, I believe, the 
first to call attention to syphilis as a probably 
strong factor. This assumption is based upon the 
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microscopic diagnosis of syphilis of three out of 
five perforating duodenal ulcers which he excised. 

Idiosyncrasy. This term was first used with 
regard to the etiology of gastrojejunal ulcer by 
Erdman (16). Idiosyncrasy is what Deaver (11) 
terms “individuality of the patient” and what 
can be comprehended better as a constitutional 
predisposition. It is exhibited by patients on 
whom from one toa half dozen laparotomies have 
been done to relieve them of the tortures of a 
secondary ulcer. In each instance the obvious 
ulcer was removed but a new ulcer was formed in 
the face of the fact that all detectable points of 
focal infection were cleared, all operative mechani- 
cal factors were removed or reduced to the mini- 
mum, and reasonable dietetic and alkalinization 
measures were instituted postoperatively. 

The next four causes are distinctly mechanical. 
The anatomical or mechanical items of gastric 
blood supply as worked out by Reeves (17) and 
the grossly ectopic placement of the gastro- 
entero-anastomosis have been __ intentionally 
omitted from this discussion. 

Trauma. Operative injury incident to the 
application of intestinal, hemostatic, or traction 
clamps used in gastro-enterostomy must still be 
tentatively reckoned with as predisposing to mar- 
ginal jejunal ulcer, but as jejunal ulcer not infre- 
quently follows the non-clamp technique and as 
the ulcer may be opposite the stoma or slightly 
distal thereto, it follows that such trauma can be 
the predisposing factor in only a small percentage 
of cases. 

Blood clot. Like trauma, blood clot may be an 
occasional cause of marginal ulcer by establishing 
a circumscribed area of non-protective resistance 
to infection or gastric juices. 

Inaccurate approximation. In the earlier opera- 
tions and in the hands of varied operators, opera- 
tive technique lacked much of its present refine- 
ment and no doubt non -mucosal tissue was all too 
often left exposed to the gastric contents. An 
ulcer then formed which would have been a type 
of granulating ulcer on any kind of tissue, even 
if it was entirely protected from all surface irrita- 
tion or erosion. 

Non-absorbable suture material. There seems to 
be no doubt but that at the Mayo Clinic it was 
first concluded and the theory was promulgated 
that silk or linen suture material is the most fre- 
quent, if not, in fact, the sole cause of marginal, 
recurrent, secondary, or gastrojejunal ulcer. This 
belief arose from, and seemed warranted by, the 
frequent finding of dangling or exposed non- 
absorbable material in the new ulcer at secondary 
operation. The opinion is now generally well 
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established that it is not advisable to use any 
material of the non-absorbable type in any row 
with the possible exception of the re-inforcing 
suture for the serosa. Even there, iodized or 
chromic material serves the primary results equally 
well, and doubtless the end-results better, than 
either silk or Pagenstecher. 

About six or seven years ago Coffey (18) com- 
pleted a series of experimental intestinal sutures 
from which he definitely concluded that the 
presence of non-absorbable suturing material 
in a secondary ulcer is incidental to the formation 
of an ulcer rather than its cause. Supporting 
this view comes the test'mony from various 
sources that gastrojejunal ulcers are found even 
when only absorbable material was used at the 
primary operation. 

Chemical irritation. While it is true that gas- 
tric and duodenal ulcers develop on a mucosa ac- 
customed to constant bathing with gastric juice, 
it is equally true that alkalinization is an essential 
step for the relief and healing of such an ulcer. 
It seems fair then to assume that jejunal mucosa, 
which is accustomed to a constant alkaline con- 
tact, would not readily develop tolerance to the 
acid gastric content. To the jejunal mucosa any 
acidity is “hyperacidity” and heavily taxes its 
normal cell behavior. Any cell or group of cells 
which fails to meet this new physiological diamet- 
ric demand suffers death, and if the assault to the 
usual properties of protective repair is sufficiently 
great, peptic digestion of this group of cells 
ensues and incipient marginal or jejunal ulcer 
develops. 

The points so strongly crediting the chemical 
factor as being by far the most potent and most 
frequent, if not, in point of fact, essential for the 
formation of ulcer may be epitomized as follows: 

1. Neither pyloroplasty nor gastroduodenos- 
tomy is followed by secondary ulcer formation in 
proximity to the operative field or in the jejunum, 
even in the presence of infection, trauma, blood 
clot, poor technique, or the employment of non- 
absorbable suture material. 

2. Gastrojejunostomy is the one constant pre- 
cursor of marginal or complete jejunal ulcer. 

3. Gastrojejunal ulcer develops even though 
detectable focal infection is eradicated, trauma 
and blood clot are eliminated, refined surgical 
tissue approximation is observed, and absorbable 
suture material is used throughout. 

_4. Postoperative alkalinization must be per- 
sistently followed as a prophylactic measure 
against ulcer formation. 

_ Horsley (19), in writing of jejunal ulcer follow- 
ing gastro-enterostomy, says, “The ulceration 


may occur where the current of gastric juice 
strikes the wall of the jejunum opposite the stoma. 
In such ulcers in a region where the blood supply 
of the jejunum is unimpaired in any way it 
seems that no other interpretation can be put on 
the cause of the ulcer than that it is due to the 
effect of the gastric juice.” 


SYMPTOMS 


The symptoms do not differ grossly from those 
of the original ulcer. The digestive disturbances 
appear early. Abdominal pain, relieved tempo- 
rarily by food, alkalies, or even copious intakes of 
water, develops very early if, indeed, it is not the 
first disturbance to be noticed by the patient. 
This pain is most always referred to the lower 
abdomen instead of the epigastrium, as in pyloric 
ulcer, and is not relieved by position or posture, as 
is so frequently true of gastric and duodenal ul- 
cers. With this, as with the primary ulcer, there 
is very constantly, when pain is present, an 
almost ineffectual desire to belch up gas. The 
desire to make pressure over the region of the pain, 
so frequent in the patient suffering from the 
primary pyloric ulcer, is absent. 


SIGNS 


The signs of gastrojejunal ulcer are: 

1. There is progressive loss of weight. 

2. Point tenderness is present but its definition 
is not as acute as that in cases of pyloric ulcer. 

3. Analysis of the gastric contents, as in cases 
of primary ulcer, is of little help. About twelve 
years ago Moynihan (20) pointed out that 20 per 
cent of cases of pyloric ulcer show normal acidity 
and the remaining 80 per cent are equally di- 
vided between subacidity and hyperacidity. 

4. Some believe they can elicit a mass by pal- 
pation and percussion. I have not been able to do 
so. 

5. X-ray interpretations are disappointing. 
However, Eusterman (21) believes the X-ray gave 
either direct or contributory evidence in 65 per 
cent of the Mayo Clinic cases. As far as I can 
find, no other clinic seems to have even ap- 
proached such a degree of accuracy. 


COMPLICATIONS 


It was also Moynihan (20) who so confidently 
pointed out that hemorrhage and perforation are 
not signs nor symptoms of gastric or duodenal 
ulcer but are complications and a reflection either 
upon the attendant in charge of the case or the 
the confidence of the patient in the medical pro- 
fession. The same holds true of gastrojejunal 
ulcer. 
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A few cases of jejunocolonic fistula (9) with its 
attendant signs of rapid loss of weight, colon con- 
tent vomitus, and profuse diarrhoea have been 
reported. 

DIAGNOSIS 

The history of a gastro-enterostomy and the 
return of abdominal pain, which is most always 
hypogastric and relieved by food or alkalies, are 
practically diagnostic of a gastrojejunal ulcer. 
The ulcer may develop so soon following the pri- 
mary operation that the absence of other positive 
and definite contributory or confirmatory symp- 
toms and signs may be disregarded. 


TREATMENT 


Like the primary ulcer, gastrojejunal ulcer 
should be given a thorough opportunity to heal 
under rigid medical care. If this fails, a surgical 
return to normalcy should be attempted. A 
laparotomy should be performed, and if the pri- 
mary ulcer has healed, the gastro-enterostomy 
should be obliterated by excising the new ulcer, 
making an end-to-end jejunostomy, and closing 
the artificial gastric opening. 

Obliteration of the gastro-enterostomy. This pro- 
cedure is the practice of choice also when the 
primary ulcer has not.entirely healed or a cicatrix 
remains which produces functional stenosis. The 
primary ulcer or cicatrix should be excised and 
if it is in immediate proximity to the pylorus, the 
opening from its excision should become a part 
of the step in a Horsley pyloroplasty. If it is 
found on the anterior surface of the duodenum 
the opening from its excision should become a 
step in a gastroduodenostomy. 

Reconstruction of the gastro-enterostomy. This 
should be done: (1) when the primary ulcer is on 
the posterior wall of the duddenum and still 
active; (2) when normalcy cannot be estab- 
lished because of bleeding or a stenotic cica- 
trix in either the pylorus or duodenum; or (3) 
when inflammatory infiltration is so extensive 
that plastic work is not warranted and su- 
tures would not hold. 


CONCLUSIONS 


The conclusions to be drawn with regard to 
gastrojejunal ulcer may be summarized as fol- 
lows: 


INTERNATIONAL ABSTRACT OF SURGERY 


Gastrojejunal ulcers are secondary to gas- 
Pa in approximately 8 per cent of 
all such operations. 

2. Poor adaptability or non-adaptability of 
the jejunal mucosa to acid gastric contents seems 
the most constant causative factor. 

3. Digestive upsets with vague or severe hypo- 
gastric pain which is relieved by food or alkalies 
must be regarded as the most probable evidence 
of a gastrojejunal ulcer. 

4. A rigid medical régime should be instituted 
for treatment as well as for prophylaxis. 

5. When prudently possible, obliteration of the 
gastro-enterostomy and a return to normalcy, 
with or without pyloroplasty or gastroduodenos- 
tomy or, when this is not feasible, reconstruction 
of the gastro-enterostomy, offers the best chance 
for surgical relief. 
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ABSTRACTS OF CURRENT. LITERATURE 
GENERAL SURGERY—SURGICAL TECHNIQUE 


OPERATIVE SURGERY AND TECHNIQUE 


Burian, F.: Some New Methods of Plastic Sur- 
gery (Quelques nouveaux procédés de chirurgie 
plastiques). Rev. de chir., Par., 1921, lix, 49. 


In a case of cancer in which the author had resect- 
ed the left upper maxilla and almost the entire hard 
palate he cut a pedunculated strip of skin, fat, and 
muscle on the same side from the ear to the sterno- 
clavicular articulation so that the pedicle of the 
strip was at the ear. He prepared also a strip of the 
mucosa of the left cheek containing Stenson’s duct 
in its upper part. A horizontal incision was then 
made across the cheek at the level of the angle 


of the lips and through this the cutaneous strip was. 


introduced with the epidermis inward and sutured 
above to the palatal vault and the vestibule of the 
nose. The bleeding surface of the strip was covered 
by the strip of mucosa. A very good result was 
obtained. 

In paralysis of the facial nerve none of the usual 
methods of treatment gives satisfactory results. In 
order to correct the asymmetry of the mouth and 
the flaccidity of the cheek Burian combines sus- 
pension of the angle of the lips with muscle grafting. 
To enable the patient to close the eye spontaneously 
he attaches a thick strip cut from the femoral fascia 
to the palpebral ligament on one side and to a strip 
— from the temporal muscle on the other 
side. 

The author describes also a plastic method of 
treating lagophthalmia. He fixes a strip of femoral 
fascia at its center to the palpebral ligament, leads 
its two ends in channels along the lids, and then 
fixes the ends to strips cut from the temporal muscle. 
This method has been applied also to the treatment 
of cases of complete loss of the lower eyelid. 

W. A. BRENNAN. 


ASEPTIC AND ANTISEPTIC SURGERY 


Landau, H.: Experimental Studies of High Percent- 
age Salt Solutions and Their Use in Infected 
Wounds (Experimentelle Untersuchungen ueber 
hochprozentige Kochsalzloesungen mit Berueck- 
sichtigung ihrer Anwendung bei infizierten Wunden). 
Arch. f. klin. Chir., 1921, cxv, 621. 


The author experimented with salt solutions of 
difierent concentrations in vitro to determine their 
effect on bacteria and in surgical practice. He used 
six different concentrations, varying from 1 to 30 
per cent, on staphylococci, streptococci, and pyocy- 
aneus bacilli. 


The action of concentrated sa!t solutions on pus- 
producing bacteria was found to be very slight. 
The 1 and 2 per cent solutions did not kill even the 
less resistant streptococci or old weakened laboratory 
strains of staphylococci, much less fresh strains of 
staphylococci and pyocyaneus bacilli. Even after 
twenty-four hours’ action all the micro-organisms 
were still living. 

The 5 per cent solutions were not much more ef- 
fective, and staphylococci were not killed by twenty- 
four hours’ exposure to a 20 per cent solution. The 
30 per cent solution did not kill resistant strains of 
staphylococci even after twenty-four hours. The 
pyocyaneus bacilli grew after five hours; strepto- 
cocci, after one hour. Salt solutions therefore have 
no selective action on pus producers. Even high 
concentrations cannot be regarded as antiseptic. 

Landau’s theory of inhibited development did 
not prove true in vitro to any great extent. Tables 
are given showing the results. In spite of his poor 
results in vitro, however, he made a series of experi- 
ments on white mice to determine the action of 
hypertonic salt solution in the animal body. Not a 
single animal was saved by the salt solution. Not 
even any difference in time was noted between the 
deaths of the animals treated with salt solution and 
those of the control animals. 

Unlike Rogge, Landau found that even very con- 
centrated salt solutions have only a very slight bac- 
tericidal action in the animal body and that chemi- 
ca] antisepsis cannot be procured with them. He is 
very skeptical even with reference to mechanical 
antisepsis. He states that it may be possible 
to remove some of the micro-organisms from 
the wound by irrigation or other mechanical 
means, but those which remain are sufficient to 
maintain the infection and suppuration. The most 
important factors in controlling suppuration are 
experience and care on the part of the surgeon. 

CREITE (Z). 


ANZSTHESIA 


Kappis, M.: The Prevention of the Unfavorable 
Effects of Local Anzsthesia (Wie vermeidet 
man die Gefahren der Lokalanaesthesie?). Med. 
Klin., 1921, xvii, 187. 

In addition to the general disturbances caused by 
novocaine absorption, which may take place from 
any part of the body, there are other possible 
dangers due to the action of novocaine-suprarenalin 
solution on organs which are indispensable or to 
the injection of this solution into the blood vessels 
or dura. 
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Haertel’s method of anesthetizing the trigeminus 
overcomes the difficulties possible in the anesthesia 
of that nerve. In lumbar anesthesia Hosemann’s 
method should be followed, and in sacral anesthesia, 
Laewen’s method, not over 20 c.cm. of a 2 per cent 
novocaine solution being used. High sacral anes- 
thesia should be avoided. 

For anesthesia of the neck the injection should 
not be made near the great vessels or the notches 
of the spinal column. At the level of the angle of 
the jaw or hyoid bone it is of no consequence whether 
the injection is made directly from the side (Haertel, 
Geiger) or posterolaterally at the transverse process. 
Both routes (Kappis) lead only through muscle. 
The side of the transverse process having been 
reached — one should not go beyond the an- 
terior edge of it— 15 c.cm. of a % per:ent no- 
vocaine solution are injected. The skin near the 
incision may be injected to decrease bleeding. Deep 
injections should not be made and moreover are 
superfluous. In plexus anesthesia care must be 
taken to avoid injuring the pleura. This is possible 
in injection according to Kulenkampfi’s method as 
well as in the more peripheral method recommend- 
ed by Hirschel. 

The patient should lie on his back, his head 
turned toward the side and inclined forward. The 
needle must be inserted in a frontal direction down- 
ward toward the first rib, that is, parallel to the 
pleura rather than toward it. From the first rib 
the plexus is located by pushing the needle toward 
the side or the midline, never backward into the 


SURGERY OF THE 


HEAD 


Demmer, F.: The Pathology and Treatment of 
Concussion and Lesions of the Brain, with 
a Report on the Immediate and End-Results 
of Closed Injuries of the Brain and Treatment 
by Tampon and Lumbar Puncture (Zur Patho- 
logie und Therapie der Commotio und Leasio cere- 
bri, zugleich ein Bericht ueber die Frueh- und 
Spaetresultate der geschlossenen Wundbehandlung 
im Gehirn and der Behandlung mit dem Tampon 
und der Lumbalpunktion). Beitr. z. klin. Chir., 
1921, Cxxi, 491. 


This article reports the results of treatment in 255 
cases of gunshot injury of the skull and brain treated 
at the Hochenegg clinic from 1910 to 1914. Most 
of the injuries were due to attempted suicide or war 
missiles. 

The cases of war wounds were under the author’s 
care at the front and then sent to the base hospital 
at Vienna where he had an opportunity to examine 
them again later. He believes the loss of con- 
sciousness for varying periods of time in concussion 
of the brain is due to a primary injury of the blood- 
vessels followed by transudation. There may be 
temporary oedema of certain centers causing brief 
loss of consciousness or general hydrops and in- 
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deep tissues. Permanent paralysis is avoided by the 
use of small needles, care in locating the plexus, 
and slow injection. In paravertebral anesthesia 
and splanchnicus anesthesia induced by Kappis’ 
method injections into the vessels or the dura and 
too quick absorption in the epidural tissues can be 
easily avoided by suction with the syringe, pressing 
or coughing by the patient, slow injection, and the 
use of small quantities of a solution as weak as 
possible, not stronger than 1% per cent. 

The author seldom uses paravertebral anesthesia 
except in thoracoplasty. Complete absence of pain 
and danger is best obtained by injecting in two 
stages. First the region of the incision should be 
injected down to the ribs with a 14 to % per cent 
solution and after the intercostal spaces have been 
laid bare a % per cent solution should be injected 
along the lower border of the rib. 

In kidney operations the author first injects the 
site of the incision locally, and then from the open 
wound injects the splanchnic nerves of the side 
involved, the fatty capsule of the kidney, especially 
in the direction of the kidney pedicle, and the dome 
of the diaphragm. There are no dangers in Braun’s 
method of splanchnic anesthesia. In the author’s 
method the dangers can be avoided by inserting the 
needle below the twelfth rib, about a hand’s breadth 
from the midline, passing it into the deep tissues at 
the side of the spinal column to its anterior border 
and a little upward, and then injecting 25 to 30 
c.cm. of a 14 per cent solution at this point on each 
side. Tromp (Z). 


HEAD AND NECK 


creased pressure over the whole brain resulting in 
prolonged loss of consciousness. 

Injuries of the base may affect the medulla and 
the floor of the fourth ventricle and cause concus- 
sion either by directly affecting the center of con- 
sciousness or by causing transudation. The most 
serious form of closed injury of the skull is that in 
which there is splintering of the inner table with 
local or general compression and concussion without 
visible injury. In such cases there was always 
marked external hydrocephalus. The latter was 
favorably affected by lumbar puncture. Lumbar 
puncture is of value also in the prognosis as bloody 
fluid indicates a grave condition. If there is a 
serious clinical picture but puncture does not show 
pressure, shock of the medulla is indicated. In 
the treatment of injuries.of the brain, prolapse and 
softening of the brain must be taken into consid- 
eration. 

The question of primary closure of skull wounds 
caused lively discussion throughout the war. Of 67 
brain injuries, 11 were treated by wound excision, a 
plastic fascia operation, and primary suture. Of 
these 11 patients, 8 are living three years later. 
In 22 cases of primary closure of brain wounds it 
was necessary to reopen the wound later in 8 cases 
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because of the formation of an abscess. Every 
brain injury should therefore be regarded as in- 
fected. In all cases in which primary suture was 
done it was followed by an increase in brain pres- 
sure. The author recommends a control puncture 
in the region of the injury after one hundred days, 
even in cases which progress favorably. Albrecht 
recommends tampon treatment and lumber punc- 
ture. If lumbar puncture is ineffective on account 
of adhesions of the dura or clots, puncture of the 
corpus callosum or suboccipital drainage is used. 
Prolapse was never observed in treatment by lumbar 
puncture. 

Thirty-nine cases were treated with good results. 
The wound was enlarged without using a chisel, the 
bullet removed, a damp, compressible tampon 
inserted by Mikulicz’ method, and a stiff, unre- 
movable bandage applied. The operation was per- 
formed under chloroform anesthesia. The first 
tampon was left in for twelve days. Lumbar punc- 
ture was used to prevent prolapse of the brain. The 
indications for lumbar puncture are symptoms of 
brain pressure, collapse and a tendency of the 
wound to prolapse when the tampons are changed, 
threatened perforation, and the symptoms of 
meningitis. In perforation 10 c.cm. of a % to 1 per 
cent collargol solution were injected every day by 
lumbar puncture and from 15 to 80 c.cm. of spinal 
fluid were removed. 

A comparison of primary suture with open tampon 
treatment and lumbar puncture favors the latter. 
The latter can be used also where primary suture 
would be impossible; good results have been ob- 
tained even in cases of progressive encephalitis 
and perforation of the ventricles. 

VoRSCHUETZ (Z). 


Imre, J., Jr.: New Principles in Plastic Operations 
of the Eyelids and Face. J. Am. M. Ass., 1921, 
Ixxvi, 1293. 


The author reports a series of excellent results he 
has obtained by means of plastic surgery. He has 
performed several hundred operations to correct 
disfigurement due to war injuries. All were done 


Fig. 1. The arrows show the manner in which the flaps 
were slid. 


Fig. 3. Method of removing deep scar tissue; small 
flaps were slid into place; sutures. 


under local anesthesia (2 per cent procaine with 
6 drops of epinephrin to every 10 c.cm. of the solu- 
tion). He employs free cutaneous grafting only 
in defects of the skin of the upper eyelid when scars 
or other defects make it impossible to obtain a flap 
from the temporal region. He generally avoids free 
grafting on the lower lid because the concavity of the 
base may cause a horizontal wrinkle and result in 
an ugly ectropion. 

In cases of new growths of the lower lid or the 
nasal or temporal corner of the eyelid he covers the 
defect with skin from the immediate neighborhood 
without the formation of a real pedunculated flap. 
In order to slide the greatest amount of skin caus- 
ing the shortest possible wound, he makes a curved 
incision and slides the tissue used for covering the 
defect ina bow. Figs. 1 and 2 illustrate the applica- 
tion of this principle. The curved incision should 
have the form of a quarter elipse and should be about 
four times as long as the length of the necessary 
sliding. At the end, a small triangle of skin is 
removed to facilitate the sliding and to prevent the 
formation of wrinkles. Subcutaneous mobilization 
is of the utmost importance. 

In cases in which the defect in the fat and fascia 
is greater, Imre employs pedunculated flaps or flaps 
of fat and fascia. In cases of still more extensive 
defects it is frequently nécessary to insert a few cat- 
gut sutures to fix the flap units in place. 

FREDERICK CHRISTOPHER, M.D. 


Fig. 2. A single sliding flap was employed for this pur- 
pose. 
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Polya, E.: An Operation for the Correction of 
Certain Lateral Defects of the Soft Parts 
and Tip of the Nose (Verfahren zum Er- 
satz von gewissen lateralen efekten der Weich- 
teilnase und der Nasenspitze). Zentralbl. f. Chir.. 
1921, xlviii, 257. 


Following the suggestion of Mutter and Zucker- 
kandl, Pélya makes a flap from the skin of the cheek 
beside the nose. This forms a fold at the nostril 
which can be avoided only by cutting out a Burow 
triangle. Pélya, however, does not cut this triangle 
off but uses it to line the nose flap. The steps of 
his operation are as follows: 

1. The defect is trimmed so that it is triangular 
in shape. 

2. A V-shaped incision is made at the nasolabial 
sulcus. The apex of the V is downward, and the 
distance between its upper ends is as great as the 
width of the nasal defect. 

3. The skin flap, the lateral edges of the nose 
defect, and the neighboring skin of the cheek are 
freed from the underlying tissues so that the edges 
of the triangular defect in the nose can be brought 
together in the midline without tension. 

4. Thesecondary defect is sutured along the naso- 
labial fold. 

5. The triangular flap is turned back into the nose 
and sutured to the wound in the nasal mucous mem- 
brane. 

6. The wound edges of the nasal defect are su- 
tured perpendicularly. RAESCHKE (Z). 


Dufourmentel, L.: The Surgical Treatment of 
Prognathism (Le traitement chirurgical du 
prognathisme). Presse méd., Par., 1921, xxix, 235. 


There are true and false forms of prognathism. 
In one form of true prognathism the lower jaw is 
too long and too massive asin persons with acromeg- 
aly, the angle of the mandible is too open, and the 
lower incisors project from 1 to 1% cm. in front of 
the upper incisors. This is a congenital condition. 

In another form the lower jaw is normal in shape, 
but projects forward because of an old and irredu- 
cible dislocation of the temporomaxillary joint. 
In this form the condyles are atrophied. 

The forms of false prognathism are of dental ori- 
gin and can be corrected by prosthetic or dental 
treatment. Heretofore the only operation for true 
prognathism has been bilateral resection of the 
lower maxilla in the region of the angle of the jaw 
or the posterior part of the body. This operation 
is difficult, mutilating, and serious as it involves a 
double fracture of the inferior maxillary bone in 
communication with the mouth cavity and the loss 
of two or three teeth on each side. The inferior 
dental nerves and vessels being cut, the vitality of 
the rest of the maxilla and of the remaining teeth is 
lowered. In addition, difficult after-treatment is 
necessary and there is danger of a double pseudar- 
throsis. 

Since 1917 the author has operated on five cases 
of marked prognathism by double resection of the 
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condyles. He believes this is the best operation for 
all cases of prognathism which cannot be corrected 
by dental treatment. It is not serious and if care- 
fully done*there are no complications. Of course 
it should be performed under the strictest asepsis. 
As it does not constitute a fracture, no consolida- 
tion is necessary after it. There is no ankylosis as 
the articular surface remains intact, and there is 
no scar formation. It does not decrease the force 
or amplitude of the movements of the jaw. It 
merely decreases the length of the bone so that it is 
drawn back. The scar is hidden under the hair. 
The technique is as follows: 

A V-shaped incision is made with the point 
downward. The posterior branch, which is vertical 
just in front of the meatus of the ear, is about 3 
cm. long and ends just in front of the tragus. 
From this point the anterior branch, which is also 
3 cm. long, runs upward obliquely toward the 
temple. This incision is made well above the 
neck of the condyle. The tissues are pushed down 
gradually with a tractor in order to protect the 
parotid and the facial nerve. This part of the 
operation demands great care. 

After the condyle is exposed the neck is cut with 
a Gigli saw or is removed bit by bit with a cutting - 
forceps. As soon as the condyles have been removed 
on both sides the maxilla is pushed back to correct 
the prognathism. It is generally necessary to apply 
forceps to the pericondylar veins to control hemor- 
rhage. After these veins have been ligated the 
wound is usually closed without drainage, but in 
some cases a drain is left in for twenty-four or forty- 
eight hours. 

When the operation is finished the ramus rises so 
that the incisors cannot be brought together but 
the author believes this will probably correct itself 
in time, as it did in one case in which no appliance 
could be used:on account of the absence of the 
upper teeth. Correction is effected more surely and 
quickly by the use of an appliance to hold the jaw 
in positiou. This can be dispensed with after about 
four weeks. A. G. Morcan, M.D. 


Aloi, V.: A Case of Giant-Cell Sarcoma of the 
Tongue (Un caso di sarcoma a mieloplassi della 
lingua). Riforma med. 1921, xxxviii, 219. 


Sarcoma of the tongue is rare as compared with 
carcinoma. The author describes the case of a man 
of 41. The condition had begun a year and a half 
previously with a roughening of the right border of 
the*tongue whi~h finally ulcerated. Treatment with 
mercury was given. In about two months a tumor 
began to form, and at the time the patient was ex- 
amined by Aloi, he was unable to close his mouth, 
experienced diTiculty in swallowing, and suffered 
great pain. The submaxillary and lateral cervical 
glands were involved. A section of the tumor was 
removed for examination. It was too late for opera- 
tion. The patient died a month and a half later. 

Histologic examination showed many round and 
fusiform cells in a connective-tissue stroma which 
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was irregularly alveolar in type. There were also 
large cells with many nuclei which on superficial 
examination resembled giant cells with the nuclei 
undergoing karyokinesis. The nuclei, however, were 
degenerating, and the protoplasm also showed vacu- 
olar degeneration and plasmolysis. These myelo- 
plaxes are derived from periosteum. In some areas 
in the tumor they were abundant, in others rare or 
absent. The parts of the tumor where there were 
few myeloplaxes were very vascular, giving it the 
appearance of an angioma. Such a tumor may be 
confused with gumma, actinomycosis, inflammatory 
infiltration around a foreign body, a retention cyst, 
fibroma, or endothelioma. 

The author discusses the differential diagnosis and 
emphasizes the importance of early excision without 
waiting for the results of medical treatment. The 
patient whose case is reported might have been 
cured if excision had been done when the mercury 
treatment was first begun. 

Different explanations have been given for th: 
origin of these tumors, but the author believes they 
are embryonic, developing from misplaced feetal 
rests of the alveolar periosteum of the lower jaw. 
In fact, they are sometimes called ‘sarcomatous 
epulis.” A. G. Morean, M.D. 


NECK 
Paterno, A.: Cystic Lymphangioma of the Neck 
(Linfangioma cistico del collo). Clin. chir., 1920, 
n.s. ii, 906. 


The author describes a case of cystic lymphangi- 
oma of the neck in a girl 21 years of age. The 
patient had always been in good health and her 
family history also was negative. Two years pre- 
viously she had noticed a lump about the size of a 
nut in the left supraclavicular fossa. Her physician 
punctured it and injected tincture of iodine. This 
treatment, which caused severe pain and an in- 
flammatory reaction, was continued for a month 
but since then nothing further had been done. 

When the patient was admitted to the hospital 
the tumor filled the supraclavicular fossa and ex- 
tended upward to the level of the cricoid cartilage. 
It was as large as the head of a foetus. The entire 
sac of the cyst was extirpated. Recovery was 
prompt and more than a year afterward there was 
not the slightest sign of recurrence. 

The cyst was unilocular. Trabecule extended 
inward for some distance from the walls, but did not 
meet at any point. The cyst cavity was lined with 
simple pavement endothelium which was of the 
same type as that normally lining lymphatic ves- 
sels and rested on a connective-tissue base. The con- 
nective-tissue layer of the cyst wall was penetrated 
by numerous very small blood and lymph vessels. 
There was no small-cell infiltration around them. 
In some areas there were bands of endothelial cells 
around a central lumen which resembled newly- 
formed lymphatic vessels. The histologic appear- 
ance of the tumor is shown by three photomicro- 
graphs. 


The author takes up in detail the discussion in 
the literature regarding the origin of cystic lymphan- 
giomata. Some authors hold that they are primarily 
angiomata which lose their connection with the blood 
vessels and are transformed into serous cysts second- 
arily. Paterno believes that they are lymphatic in 
origin, and in support of this theory cites the fact 
that they often appear in conjunction with macro- 
glossia and macrocheilia and the structure of lingual 
lymphangiomata is the same as that of the walls 
of cystic lymphangiomata of the neck. He refers to 
the detailed histologic description of the cells in 
the case reported in this article as evidence of 
their lymphatic origin. Such origin is indicated 
also by the intimate relationship between the cyst 
cavity and the lymphatic vessels of the region. 


Some authors regard these cysts as due merely to - 


dilatation of lymphatic spaces and vessels, while 
according to others, including Paterno, they 
are true neoplasms. Paterno believes that the 
appearance of the cells in his case shows a true new- 
formation of lymphatic vessels by the proliferation 
of endothelial cells and that such cysts originate 
in misplaced embryonic cells. He states that some- 
times they begin in foetal life and that cases have 
been known in which they offered a serious obstacle 
to parturition. In cases like his own, however, in 
which the cyst did not develop until adult life, the 
embryonic cells have for some unknown reason 
remained latent for years, and then, for an equally 
unknown reason, begin to proliferate. Sometimes 
proliferation is initiated by inflammation or trauma, 
but in the case herein reported neither of these had 
been a factor. 

Some authors attribute great importance to 
heredity or to tubercular lesions in the development 
of such cysts, but though these have seemed re- 
sponsible in some cases, Paterno believes they were 
merely coincidences, as in a study of a number of 
case reports in the literature he found no mention 
of tuberculosis or a hereditary tendency. 

The sites of election for cystic lymphangiomata, 
as for angiomata, are the neck, the axilla, and the 
inguinal region, that is, the areasin which during 
embryonic life there is the greatest activity in the 
formation of tissue. 

These tumors do not show any tendency to 
invade neighboring organs but generally form inti- 
mate relations with the vessel sheaths, cases having 
been observed in which the sheath of the internal 
jugular or the subclavian formed part of the cyst 
wall. This often makes it difficult or impossible to 
resect the cyst completely. As a rule nerves are not 
involved in the tumors. 

The diagnosis is generally easy, especially when 
the tumor lies just beneath the skin and is fluctu- 
ating and semi-transparent. Sometimes when it is 
deeper it may be confused with a lipoma but the 
latter is firmer and does not change in size or appear- 
ance with a change of position. In other cases it 
may be confused with a cystic goiter, but a goiter 
has a more median position, is of slower growth, 
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and does not show any tendency to form prolonga- 
tions into neighboring muscles. Cystic lymphangio- 
mata may be differentiated from branchiogenous 
cysts, cold abscesses, and cavernous angiomata by 
exploratory puncture. There may be prolongations 
of the cyst into the mediastinum giving rise to 
special symptoms. 

The prognosis is good. There is little or no 
danger of recurrence, even after only partial extir- 
pation. In the subcutaneous forms there may be 
necrosis which leaves the cyst open and gives issue 
to a discharge of lymph, but this can be remedied 
by excision. Puncture, compression, the injection 
of remedies such as iodine, simple incision, and 
electrical treatment have not given very satisfac- 
tory results. 

The best treatment is complete excision. If this 
is impossible on account of intimate adhesion to 
large vessels, partial excision is effective. In some 
cases of partial excision the edges of the remaining 
part of the cyst have been sutured into the skin 
wound, but this has not given results much better 
than those of simple partial excision with closure 
of the skin wound. 

The author gives a review of 21 cases from the 
literature in tabulated form and a_ bibliography 
of 137 titles. A. G Morcan, M.D. 


Levin, S.: One Thousand, One Hundred and Forty- 
Six Goiters in 1,783 Persons. Arch. Int. Med., 
1921, XXVii, 421. 


Levin examined 1,783 persons in the Great Lakes 
goiter belt in regard to enlargements of the thyroid. 
In this region there are three distinct water supplies: 
spring water from the Gregory Springs, Lake 
Superior water, and well water. It was found that 
the incidence of the different types of goiter at the 
various ages and in the two sexes was the same 
whatever the water supply. 

The thyroid was found to be enlarged in 1,146 
persons. Of these, 682 had simple goiters; 420, 
adenomata and cystomata; and 44, colloid gciters. 

The goiter begins at the first year in about 22 to 26 
per cent of the cases and the percentages increase 
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Mozingo, A. E.: The Surgical Treatment of Em- 
pyema by a Closed Method. Am. J. M. Sc., 
1921, clxi, 676. 


Attention is called to the fact that the mortality 
from empyema in the various army camps during 
the winter of 1917-1918 was 30.2 per cent. Lilien- 
thal has stated that a mortality lower than 25 per 
cent in acute empyema may be considered good. 
Mozingo reports 45 acute and 93 chronic cases 
treated by him at the Walter Reed General Hospi- 
tal and the base hospital at Camp Pike, Arkansas, 
in which the mortality was less than 2 per cent. 
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rapidly toward puberty, when the incidence is about 
94 per cent in the female and 68 per cent in the male. 
In the female the incidence is maintained above 80 
per cent throughout life. In the male it drops very 
markedly to about 20 per cent between the ages of 
35 and 40, then rises slightly at 42, and finally falls 
again, with accidental fluctuations, until 20 per 
cent is reached near the end of life. 

In the female the change and growth of the thy- 
roid are greater than in the male because of the 


greater demands on the glands of internal secretion 


at puberty, during the child-bearing period, and 
at the menopause. Up to the thirty-fifth year of life 
in both sexes goiters are due to simple enlargement 
of the gland, but as the age arrives when neoplasms 
are more prevalent, the adenomata and cystade- 
nomata maintain the percentage. The author’s 
curves show that puberty affects the growth of 
simple goiter earlier than the enlargement of the 
adenomatous masses. 

In families with four or more children it was 
found that when both parents have a goiter the 
incidence of goiter among the children is high. 
Adenomata in both parents, and especially in the 
father, meant adenoma in the children which 
undoubtedly will develop into goiter if they con- 
tinue to live in a goiter belt. The influences which 
cause an enlarging, active thyroid in the mother are 
carried through the placenta and cause a corre- 
sponding enlargement of the foetal thyroid. These 
are chemical in nature and act positively or nega- 
tively. A fact proving that the trapsmitted influ- 
ence passes through the placenta rather than the 
mammary secretion is that enlargement of the 
foetal thyroid disappears in from seven to fourteen 
days after birth, even though the child is nursed by 
its mother. 

Enlargement of the thyroid maintained by living 
continuously in goiter belts will be permanent. 
Such glands can be treated only by surgical inter- 
vention. This applies more directly to adenomata 
which have the potentiality of varying in size and 
becoming plain tumor masses and thyrotoxic. 

M. H. Kann, M.D. 


THE CHEST 


Reports have been received from 80 per cent of the 
patients and there ha e been no recurrences. The 
— used by Mozingo in acute cases is as fol- 
ows: 

With local or with no anesthesia a stab incision 5 
mm. long is made in the eighth interspace in the 
postaxillary line and a trocar with a sharp point and 
a cannula which will just admit a Carrel tube are 
inserted. The trocar is then withdrawn, the rubber 
tube inserted, and the cannula withdrawn. The 
tube has from five to ten fenestra 3 mm. in diameter 
and 1 cm. apart. About 6 in. of tube lie within the 
chest cavity and about 6 in. outside. The tube is 
thus held air-tight. It is connected with an aspira- 
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tor or aspiration is effected by means of a bulb 
syringe. The ordinary dressing is placed around 
the tube at the site of puncture and between aspira- 
tions a sterile rubber bulb is placed over the end. 
In serious cases the cavity is irrigated with saline 
solution but in ordinary cases Dakin’s solution is 
employed. No air is permitted to enter the chest 
cavity. 

After aspiration of the secretion, from 50 to 200 
c. cm. of Dakin’s solution are injected, agitated, and 
aspirated, this process being repeated until the 
return fluid is clear. A quantity of Dakin’s solution 
equal to about one-fifth the original capacity of the 
cavity is then injected and allowed to remain from 
five to thirty minutes. At the end of this time it is 
aspirated and the maximum negative pressure re- 
established. This procedure is repeated every three 
to five hours by day and once or twice during the 
night. In subacute cases it is done oftener, and in 
serious cases, less frequently. 

The treatment is begun as soon as fluid is revealed 
by diagnostic puncture and regardless of the type of 
pneumonia or the patient’s condition. Mozingo does 
not mention the exact strength of the sodium hypo- 
chlorite solution employed but states that the various 
commercial preparations are satisfactory. After 
from four to ten days, or when the secretion is sterile 
or nearly sterile, he injects a twenty-four-hour-old 
2 per cent soiution of liquor formaldehyde in gly- 
cerin once daily. The amounts vary from 5 c. cm. in 
the beginning to 15 c.cm. later, and the injection is 
preceded by the usual treatment with the sodium 
hypochlorite solution. The advantages of the for- 
maldehyde are that it sterilizes the cavity, permits 
the removal of the tube, causes little discomfort or 
loss of sleep, renders the secretion sterile, and is 
readily absorbed. Moreover, the cavity develops a 
tolerance for the antiseptic left in the cavity when 
the tube is removed. When the smears and cultures 
are negative the tube is removed as follows: 

The skin is cleansed with ether, an iodine swab 
is inserted around the tube, from 5 to 10 c. cm. of 
formaldehyde solution ate injected into the cavity, 
the tube is removed, the iodine swab is re-inserted 
into the sinus, and the sinus is closed with adhesive. 
If there is a recurrence of secretion containing organ- 
isms, the process is repeated. 

The author insists upon exercise in the uncompli- 
cated cases and gives anabundance of food, using the 
appetite asa guide. Exercise is maintained by means 
of Wolfe bottles and Naunyn’s plan of having the 
patient sit in a chair with the well side against the 
arm, in which position the breathing exercises cause 
expansion of the diseased side. 

If in chronic cases secondary to and following 
open operation the sinus is narrow or the cavity so 
small that negative pressure is not necessary, irri- 
gations with Dakin’s solution are followed by 
injections of the formaldehyde solution. In cases 
in which there are larger cavities a tube which fits 
the sinus snugly is used and the treatment described 
is applied more vigorously than in the acute cases. 


If a secondary open operation is necessary, the 
treatment described is given after the wound is 
closed air tight. The author states that those who 
are loudest in their condemnation of Dakin’s solu- 
tion are those who are most ignorant of its use. 
Roscort C. Wess, M.D. 


Turner, P., and Mandel, L.: Submammary Tu- 
mor of the Chest Wall. Proc. Roy. Soc. Med., 
Lond., 1921, xiv, Clin. Sect., 60. 


The authors report the case of a woman 46 years 
of age who, eight years previous to the examina- 
tion, had suffered a blow on the right chest which 
fractured had three ribs. While subsequently she 
had always felt some irregularity beneath the right 
breast, it was not until two or three months before 
her admission to the hospital that the breast began 
to enlarge and a hard lump became palpable. 

Examination showed a firm lobulated swelling 
about the size of a fist which was adherent to the 
chest wall by a broad attachment. The X-ray 
showed calcification of the tumor but no erosion of 


the ribs. At operation the growth was found to. 


extend considerably into the thoracic cavity. It 
was excised with portions of three ribs. Histologi- 
cally it proved to be a chondroma. The patient 
recovered. Freperick M.D. 


TRACHEA AND LUNGS 


Theis Eden, R.: Plugging of the Lung with Animal 
Fat (Lungenplombiecrung mit tierischem Fett). 
Deutsche med. Wchunschr., 1920, xlvi, 1017. 


The author studied by experiments on rabbits the 
behavior of oil obtained from human fat when in- 
jected into the pleural cavity. He reports the find- 
ings noted after the fat had remained in the cavity for 
varying periods of time. Resorption almost never 
occurred. On the contrary, the fat became organized 
into a soft mass. The borders of this mass were 
gradually separated from the pleura by a delicate 
adipose tissue while its center retained the soft fat- 
like character. The fat adhered to the pleura ina 
layer about 2 cm. thick. 

No disturbance such as pleural irritation was 
noted. In the single clinical case in which the author 
injected the oil the result was unfavorable but this 
could not be ascribed to the treatment. 

The author hopes that extrapleural as well as 
intrapleural injection of the lung will be found 
applicable in the treatment of tuberculosis as well 
as bronchiectasis. Further research and the applica- 
tion of the method to clinical cases is desirable. 

VorscHuETz (Z). 


HEART AND VASCULAR SYSTEM 


Klose, H.: The Regeneration of Heart Muscle 
in Wounds (Ueber die Regeneration des Herz- 
muskels in Wunden). Beitr. z. klin. Chir., 1920, 
cxxi, 220. 


From his own experimental work and that of 
others the author comes to the following conclusions: 
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In open wounds the heart muscle shows no true 
regeneration. The gap is filled up with cicatricial 
tissue. The formation of the scar in heart muscle 
proceeds from the scanty stroma of the myocardium. 
Necroses persist in the cicatricial tissue for a long 
time. The scar is not firm enough to be anatomically 
satisfactory until after the lapse of several months. 
The functional result depends on the location of the 
wound and its course and length. Catgut sutures 
cause a much more pronounced chemical reaction 
in heart muscle than silk sutures. Wounds sutured 
with silk heal after about four weeks with almost no 
connective-tissue reaction. Heart muscle should 
be sutured only with permanent suture materials, 
preferably interrupted sutures of silk. 

HAECKER (Z). 


PHARYNX AND CSOPHAGUS 


Reynolds, R. P., and Morrison, W. W.: Congenital 
Malformations of the @sophagus, with a Re- 
port of Two Cases. Am. J. Dis. Child., 1921, 
XX1, 339. 


Reynolds and Morrison report two cases of con- 
genital malformations of the oesophagus in infants 
5 days old. 

The clinical picture is very definite and the 
diagnosis comparatively simple. The child is ap- 
parently healthy and swallows liquid readily, but 
regurgitation occurs in from one to three minutes 
after swallowing. On taking food, the child be- 
comes cyanotic, often coughs violently and makes 
gurgling noises, and the vomitus is foamy and 
alkaline or amphoteric in reaction. 

These suffocative attacks are repeated at every 
attempt to take food. If the patient lives a few 
days, mechanical dilatation of the upper sac may 
occur and a few teaspoonfuls of fluid may be re- 
tained, but as soon as the sac is full the reflex 
phenomena recur. A catheter passed into the 
cesophagus under the fluoroscope makes the diag- 
nosis certain. 

In the matter of treatment the only means by 
which the child’s life may be saved is a gastrostomy 
performed as soon as the condition is diagnosed. 
The technique may be difficult as the liver may be 
large and the stomach contracted. In some cases, 
however, the stomach may be ballooned out with 
gas. Even if the operation is successful, death may 
result from aspiration pneumonia due to regurgita- 
tion of stomach contents, through the tracheo- 
oesophageal fistula into the lungs. 

Death occurred in both of the cases reported. 
At autopsy in one case the cesophagus was found to 
be patent as far as the level of the fourth dorsal 
vertebra, where it ended blindly in a dilated pouch. 
This pouch was situated just at the bifurcation of 
the trachea and just above the arch of the aorta. 
From this point the cesophagus was represented by 
a fibrous band to within an inch of the stomach, 
where it again became a patent tube emptying into 
the stomach. H. A. McKnicut, M.D. 
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Hirsch, I. S.: ys gy Atresia of the (Esopha- 
gus: Report of Two Cases. J. Am. M. Ass., 
1921, Ixxvi, 1491. 

The rarity of congenital atresia of the cesophagus 
and its interesting variations make of interest the 
report of two cases of this unusual anomaly. 

One case was that of a female infant admitted to 
Bellevue Hospital, New York City, from the 
School of Midwives, with a diagnosis of pyloric 
stenosis. Food was taken with great eagerness but 
promptly vomited, and only meconium had been 
passed by bowel. A soft catheter introduced during 
the fluoroscopic examination did not pass beyond a 
point above the level of the arch of the aorta. Gas- 
trostomy was performed, but the infant died 
four hours after the operation. 

At autopsy, congenital atresia of the cesophagus 
was found. There was no postoperative hemorrhage 
into the abdomen. Uric acid infarction had occurred 
in the kidneys. The alimentary canal from the car- 
diac end of the stomach to the anus was patent 
throughout. The cesophagus was patent to the level 
of the fourth dorsal vertebra, but ended at this point 
in a blind pouch. Beyond, it was continued as a 
fibrous band to within 1 in. of the stomach where 
it again became a patent tube. 

The other case was that of a male infant which 
lived 3 days. The child vomited all food and passed 
only meconium by bowel. There was no palpable 
mass in the abdomen and there were no asphyxial 
attacks. A catheter could be passed into the 
cesophagus for a distance of only 4 in. from the 
gum margin. Roentgen examination revealed the 
presence of a dilatation of the cesophagus at a point 
just above the arch of the aorta. Immediately 
after the sac reached its full distention the bron- 
chial tree became outlined. There was severe 
coughing followed by the expulsion of some of the 
bolus. The trachea and large and small bronchi 
were thus clearly outlined through a fistula by which 
the cesophagus communicated with the trachea near 
the bifurcation. Gastrostomy was performed, but 
the child died the next day. An autopsy was not 
performed. 

A review of the literature shows that in 96 out 
of 136 collected cases an cesophagotracheal fistula 
was found. The incidence of the anomaly is the 
same in both sexes. Other anomalies are frequently 
discovered, the most common being atresia ani which 
was noted in 24 cases. 

It is now generally conceded that congenital 
atresia of the cesophagus is due to faulty develop- 
ment rather than an intra-uterine inflammatory 
process as was at one time believed. Kiebel and 
Mall state that for the formation of the common 
type of this anomaly failure in development of the 
lower portion of the tracheo-cesophageal septum 
which leaves the cesophagus in communication with 
the trachea is essential. 

The most common form is a blind sac, a lower sac 
opening into the trachea above the bifurcation; 70 
per cent are of thistype. G.Haven Mankin, M.D. 
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Jackson, C.: The Symptomatology and Diagnosis 
of Foreign Bodies in the Air and Food Passages, 
Based on a Study of 789 Cases. Am. J. M. Sc., 
1921, clxi, 624. 

The factor most frequently responsible for the 
failure to determine the presence of a foreign body 
in the lung is the almost total absence of symptoms 
during the first few days or weeks. In the majority 
of cases a history of varying degrees of irritation, 
spasm, or obstruction of the larynx at the time of 
the aspiration of a foreign body is given, but in a 
considerable number the foreign body passes through 
the larynx so quickly and easily that it causes no 
irritation. 

Foreign bodies in the larynx usually produce 
cough which as a rule subsides after a short time. 
Stridor and hoarseness frequently persist. In most 
cases the reaction and swelling of the larynx render 
the condition acute and necessitate intervention. 
Movable foreign bodies should be thought of if the 
symptoms recur. The patient usually feels the 
presence of the foreign body and often there is pain 
near the ““Adam’s apple”’ or referred to one or both 
ears. Odynophagia may occur when the arytenoid 
region is affected. Impairment of phonation and 
dyspnoea vary with the size of the foreign body. 
Fever is rare unless there is a perichondritis. In 
infants the diagnosis of laryngeal foreign bodies 
depends greatly upon the history and in every sus- 
pected case a roentgenological study should be 
made. Diphtheria is often confused with this con- 
dition and when there is doubt antitoxin should 
be administered. A definite diagnosis can be 
made by mirror laryngoscopy in the cases of adults 
and with the direct laryngoscope in the cases of 
children. 

Foreign bodies in the trachea are usually small 
enough to pass the glottic chink but too large to 
enter either main bronchus. The glottic chink is 
smaller than the tracheal lumen. As a rule there is 
a history of an initial spasm followed by wheezing 
respiration and a cough. The foreign body may be 
heard flapping in the trachea, and the patient may 
feel these movements. The consequent swelling 
causes increasing dyspncea and a powerful cough 
may force the foreign body up to the cords and 
jam it there, causing asphyxia. Pointed foreign 
bodies may cause pain. Sudden shutting off of the 
respiratory blast during coughing is pathognomonic 
of tracheal foreign bodies. 

In cases of foreign bodies in the bronchi a history 
of initial laryngeal spasm is usually given. Follow- 
ing this spasm in the cases of young children a 
diffuse laryngo-tracheo-bronchitis develops within 
twenty-four hours and is accompanied by fever, 


toxemia, cyanosis, dyspnoea, and paroxysmal - 


cough. If the child does not drown in its own secre- 
tions a lung abscess rapidly forms. In older chil- 
dren the reaction is less severe. In the early stages 
there is an acute obstructive emphysema. 

Bronchial foreign bodies which have been present 
for some time often give no sensation at the time of 


inhalation. After a varying interval cough and 
expectoration result and the patient usually pre- 
sents all the symptoms of tuberculosis. The expul- 
sion at times of large amounts of foul-smelling 
purulent material is so nearly diagnostic of foreign 
body that it should be looked for. Pain may occur 
at the site of the foreign body. Certain foreign 
bodies may be tasted in the sputum. Sudden com- 
plete obstruction of one bronchus does not cause 
noticeable dyspnoea but is followed by a rapid onset 
of symptoms. The author states that the pleura 
is rarely involved and in only one of his cases was 
pus revealed by rib resection. Limitation of expan- 
sion on the affected side, impairment of percussion, 
and diminished breath sounds distal to the foreign 
body are usually noted. All patients with chest 
diseases should have the benefit of a radiographic 
study to exclude foreign body. 

(Esophageal foreign bodies have no absolute'y 
diagnostic symptoms. Dysphagia is the most con- 
stant complaint. Sharp foreign bodies often cause 
pain. The subjective sensation of a foreign body 
cannot be relied upon as it remains after the passage 
of the intruder. Antero-posterior and lateral radio- 
graphs should be taken and retaken after the 
removal of a foreign body. Foreign bodies which 
are not radio-opaque may be revealed by fluoro- 
Scopic study. Attempts at removal with or without 
the presence of a foreign body may give the sub- 
jective ymptoms. 

Gastric foreign bodies ordinarily produce no 
symptoms. In such cases the chief means of diag- 
nosis are radiographic and fluoroscopic studies. 

Roscor C. Wess, M.D. 


MISCELLANEOUS 


Young, J. R.: Abscess of the Posterior Medias- 
tinum, with a Case Report. J. South Carolina 
M. Ass., 1921, xvii, 111. 


Abscess formation in the mediastinum is probably 
more common than was formerly believed. The 
X-ray is an indispensable aid in the diagnosis. 
Surgical intervention is practicable and offers the 
best chance of recovery. 

The etiology of this condition is variable. It may 
be caused by retropharyngeal abscesses, caries of a 
cervical or high dorsal vertebra or of the sternum, 
ruptured ulcer of the cesophagus, or pneumonia. 

The symptoms are divided into two groups: 
(1) pressure symptoms, and (2) septic symptoms. 

The pressure symptoms are: 

1. Pain. This may be substernal or dorsal, de- 
pending on the location of the abscess. Its severity 
depends on the degree of pressure. 

2. Cough. The cough is brassy, non-productive, 
and paroxysmal. 

3. Hoarseness, due to pressure on the recurrent 
laryngeal nerves. 

4. Cyanosis of the face and neck, due to pressure 
on the superior vena cava. 

5. Dyspnoea, due to pressure on the trachea. 
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The septic group of symptoms, fever, sweats, 
leucocytosis, etc., are in no way peculiar to this 
condition. 

The diagnosis must be based on the history, the 
pressure symptoms, and the physical findings. A 
widened mediastinal dullness is the only constant 
physical sign. The heart may be displaced, the 
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liver may be pushed down, and the respiratory 
sounds may be affected, the degree of these 
changes being dependent upon the size and loca- 
tion of the abscess. When the abscess is below 
the level of the arch of the aorta it should be 
drained by a posterior mediastinotomy. 

H. A. McKnicur, M.D. 


SURGERY OF THE ABDOMEN 


ABDOMINAL WALL AND PERITONEUM 


Behan, R. J.: Lymphatic Drainage of the Ascitic 
Abdomen Through Paraffined Veins. Boston 
M.& S. J., 1921, clxxxiv, 52t. 


The author has devised a new method for the 
surgical relief of the ascitic abdomen. Ascites is 
generally due to cirrhosis of the liver. Cirrhosis is of 
two types, biliary and portal. The first type, which 
is frequently associated with jaundice, may often be 
benefited by drainage of the bile duct. For the type 
due to portal obstruction various operations have 
been devised: (1) the development of an anastomosis 
between vessels on the surface of the liver or the 
spleen and vessels on the under surface of the dia- 
phragm or of the abdominal wall; (2) the develop- 
ment of an anastomosis between the omentum 
and the abdominal wall; (3) direct drainage of the 
ascitic fluid through a tunnel through the abdominal 
muscles into the subcutaneous tissue spaces of 
the abdominal wall; (4) direct drainage of the portal 
vein into the inferior vena cava or of the ascitic 
fluid through the implanted upper segment of the 
internal saphenous vein into the circulatory (venous) 
system; (5) lymphatic drainage by Handley’s 
method by which ligatures are passed out from 
the abdominal cavity and inserted in various 
directions in the subcutaneous tissues. The first 
method is said to be successful in 37 per cent of the 
cases. 

Behan devised the following modification of 
Handley’s method. 

A section of the interna! saphenous (about 12 in.) 
was removed, immediately threaded onto a glass 
rod of suitable size, sent to a laboratory where it 
was put through the stages of preparation to 
which pathologic specimens are subjected in order 
that they may be sectioned, and fixed in paraffin. 
During this time the patient was kept in bed. 

At the time for operation, which was_per- 
formed under nitrous oxide-oxygen anesthesia, an 
incision was made over the kidney area on the left 
side as for a nephropexy. The fatty capsule of the 
kidney was pushed backward and an opening made 
into the peritoneal cavity below the level of the 
lower pole of the left kidney. The paraffined vein 
was then placed in boiling water and again thor- 
oughly sterilized. While it was still hot the glass 
rod was removed. This left a rigid tube of vein 
permeated with paraffin. Three sections were then 
made and the ends of each were cut transversely 


so that two flaps were formed. The sections were 
3 to 6 in. long. 

One section was inserted into the upper portion 
of the peritoneal incision and the edges flapped back 
and sutured to the peritoneum so that the end of the 
tube led directly into the peritoneal cavity. The 
other end was inserted into the fatty perirenal tissue 
near the lower pole of the kidney, care being 
taken not to attach it to the fascia which was in- 
timately connected with the kidney itself. The 
second tube was fastened into the peritoneal cavity 
in the same manner, being pushed down between 
the peritoneum and the fascia covering the pelvis 
and inserted in the loose tissue toward the external 
iliac artery, over the pelvic brim. As in the case 
of the first section, several small nicks were made in 
the tube so that fluid could leak through. The 
third tube was inserted into the peritoneal cavity at 
one end and the other end was carried through the 
abdominal muscles and subcutaneous fascia, almost 
to Poupart’s ligament. Before the incision was 
closed it was noticed that all the tubes were patulous 
and fluid was being discharged from them into the 
tissues. The tissues were then approximated with 
catgut and the skin with silkworm-gut. The perito- 
neum also was approximated to prevent herniation. 

In the case reported by the author the patient 
progressed very well. After the operation the 
abdomen was 44 in. in circumference at the um- 
bilicus. This circumference gradually decreased, 
until two weeks after operation it was 42 in.; at 
the end of one month, 40 in.; and at the end of two 
months, 36 in. Eleven months after the operation 
it was 31 in. The patient feels comfortable. She has 
no difficulty in breathing, is gaining in weight, and 
is able to do her daily housework. Her present 
weight is157]bs. FREDERICK CHRISTOPHER, M.D. 


Cignozzi, O.: Operation in Cystic Empyema of 
the Sac of a Femoral Hernia with Generalized 
Peritonitis Simulating Strangulation (Inter- 
vento operativo in empiema cistico del sacco di 
ernia crurale con peritonite generalizzata simulante 
uno strozzamento). Riforma med., 1921, xxxvii, 418. 


The patient was a man 63 years of age who had 
had a femoral hernia for twenty years. He had 
been able to reduce the hernia easily until recently 
when reduction became very difficult and painful 
and was followed soon afterward by severe abdomi- 
nal pain and vomiting which obliged him to seek 
hospital aid. 
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Examination showed a fluctuant, irreducible 
femoral tumefaction and signs of acute peritonitis. 

At operation the hernial sac was found empty of 
omentum and intestinal loops, but a piece of necrotic 
omentum was discovered plugging the hernial ori- 
fice. When an attempt was made to pull this por- 
tion of tissue toward the operative field a flow of 
seropurulent fluid issued from the peritoneal cavity. 
Resting in the strip of omentum were intestinal 
loops showing acute inflammation and abundant 
fibrinous deposits. The necrotic omentum was 
excised and after a careful peritoneal toilet simple 
gauze capillary drains were inserted to drain the 
peritoneal cavity and the wound was closed with 
bandages. The gauze tampons were frequently 
changed during the next few days. Two or three 
months later, when the patient’s condition permitted, 
a radical repair was done. 

The author explains the mechanism of the sup- 
puration of the hernia! sac and the consequent gen- 
eralized peritonitis. One of the important factors 
was the reduction manoeuvre practiced by the 
patient. This probably expelled the strangulated 
necrotic omentum and intestinal loops from the 
sac and by causing trauma led to infection of the 
serosa of the sac. 

As regards the pathogenesis of empyema it seems 
evident from this case that an entero-omental 
strangulation followed immediately by complete 
reduction of the strangulated organs is able to give 
rise to a hyperacute infection of the serosa of a 
hernial sac, and as the omentum may act as a plug 
in the neck of the sac, a sero-fibrino-purulent intra- 
cystic collection may result which clinically shows 
as a fluctuating irreducible tumor in the femoral 
region, but may also invade the iliac region of the 
= Study of this case appears to show 
that: 

1. The inflammatory process arises originally 
in the hernial sac from the migration of bacteria 
probably from the intestinal lumen, a transmigra- 
tion which is favored either by omental adhesions 
or mechanical manceuvres upon the displaced intes- 
tinal loop in the sac on which the force of reduction 
acts. 

2. The neck of the sac may be closed by the 
inflammation of the endothelium and by the sur- 
rounding tissues. Ascites of the sac may be pro- 
duced by acute adhesions of part of the omentum 
which plug the hernial orifice and may become a 
true empyema as the result of the multiplication 
of bacteria. 

3. The secondary, almost immediate, invasion 
through the omental plug of the peritoneal serosa 
with the development of an acute generalized peri- 
tonitis gives the syndrome of paralytic ileus and of 
diffuse peritonitic inflammation without any ana- 
tomopathologic evidence of enteric strangulation. 

The author also draws attention to the method of 
treating peritonitis by capillary drainage and ample 
incisions in the walls. In his practice of about 100 
cases of such purulent processes he has never used 


antiseptic or aseptic lavage but cleaned the focus 
with dry gauze and inserted capillary drains. He 
has never used rubber drainage tubes as he consid- 
ers them dangerous in the recumbent position and 
in cases of intestinal perforation. The secret of 
success in this open treatment lies in ample inci- 
sions in the walls and as extensive use of drains as 
possible. " W. A. BRENNAN. 


Segagni, S.: A Form of Plastic Peritonitis (Su 
una forma di peritonite plastica). Policlin., 
‘Roma, 1921, xxviii, sez. prat., 651. 

.The author gives brief abstracts of four cases 
reported by Morquio and reports a case of his own, 
that of a child 5 years old. The condition begins 
with serious symptoms of acute peritonitis which 
soon improve, become localized, and give rise to 
characteristic plastic formations which run a slow, 
subacute course and finally undergo spontaneous 
resolution ending in recovery. 

This form of plastic peritonitis is a true clinical 
entity appearing rather infrequently in early child- 
hood. The nature of the inf2ction causing it is not 
known. The condition is probably not tuberculous 
as there was no family history of tuberculosis 
in any of the cases, the patients were in good 
health before the beginning of the peritonitis, they 
recovered completely and permanently, and von 
Pirquet’s reaction was negative. 

The age of the patient is evidently of considerable 
importance in the pathogenesis as children react 
readily to stimuli by the formation of plastic tissue 
and this tendency begins very early in life as is evi- 
dent from the occurrence of adhesive peritonitis 
during foetal life. A. G. Morcan, M.D. 


GASTRO-INTESTINAL TRACT 


, A.: Linitis Plastica. Ann. Surg., 1921, 
Ixxiii, 551. 

Linitis plastica is a rare disease in which there is 
very marked proliferation of the fibrous tissue of the 
submucosa of the stomach, particularly in the region 
of the pylorus. It is generally believed at the present 
time that this condition is in no way related to car- 
cinoma or sarcoma, but is essentially a peculiar and 
benign form of fibrosis. The stomach as a whole is 
generally contracted and rigid and presents a some- 
what mottled appearance. The walls are excessively 
thickened and inelastic. Pyloric stenosis is unusual. 

The obstruction is caused by a gradual and uni- 
form narrowing and approximation of the walls of 
the stomach. The thickness is due mainly to the 
marked expansion of the submucosa. The muscu- 
laris and the serosa take but a minor part in pro- 
ducing the thickening. Despite the decided altera- 
tion of the submucosa the border of the mucosa 
remains intact and uninjured. 

The disease usually occurs in adults. A correct 
pre-operative diagnosis is practically impossible. 
The treatment is surgical. As the diagnosis is never 
definitely determined until the microscopic examina- 
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tion has been completed, the general rules and prin- 
ciples underlying the surgical treatment of carci- 
noma of the stomach should be followed. In short, 
if the technical conditions permit, partial or complete 
gastrectomy should be performed. If because of 
the debilitated condition of the patient or the occur- 
rence of extensive adhesions to the adjacent viscera, 
gastrectomy is not feasiblé, gastrojejunostomy 
is indicated, especially if there is pyloric stenosis. 
While it appears that the latter operation is often 
curative, the extreme difficulty in recognizing the 
lesion, its tendency to resemble carcinoma, its 
uncertain nature, and the possibility that it might 
change to carcinoma undoubtedly make gastrectomy 
the operation of choice. 

The author reports the case of a man 51 years of 
age. At operation a large tumor situated at the 
pyloric end of the stomach and extending along the 
lesser curvature was found. Several glands in the 
lesser omentum were distinctly involved. A par- 
tial gastrectomy and a posterior no-loop gastro- 
jejunostomy were done. Microscopic examination 
showed the condition to be linitis plastica. The 
patient made an uneventful recovery and regained 
the 36 lbs. he had lost prior to the operation. 

FREDERICK CHRISTOPHER, M.D. 


' Finsterer, H.: Acute Gastric and Duodenal Haem- 
orrhages and Their Surgical Treatment 
(Ueber akute Magen- und Duodenalblutungen und 
ihre chirurgische Behandlung). Deutsche Ztschr. 
f. Chir., 1920, clviii, 44. 

The author is not in entire agreement with sur- 
geons who hold that in cases of gastric hemorrhage 
endangering life the risk of delaying operation until 
the patient has somewhat recovered is less than 
that of immediate operation. To him the decisive 
point as regards operation is the etiology of the 
hemorrhage. 

Hemorrhage is caused most frequently by gastric 
and duodenal ulcer and in such cases it is of the 
utmost importance to determine whether the ulcer 
is a flat ulcer involving only the stomach wall, or a 
penetrating ulcer involving the neighboring organs. 
In the first case the bleeding is usually slight, while 
in the second, because of erosion of larger vessels, 
it may be abundant though it does not necessarily 
result in immediate exsanguination. It may be 
considerable also in cases of callous, non-penetrat- 
ing ulcer if a large vessel in the stomach wall is 
involved. 

Gastric bleeding of other etiology is of less prac- 
tical significance, being usually noted first inci- 
dentally at laparotomy or at autopsy. Among such 
hemorrhages are those due to varices of the stom- 
ach wall, intestinal hemorrhages due to ascarides, 
bleeding from the common bile duct and from an 
aneurism of the aorta perforating into the cesoph- 
agus, hemorrhages following acute infectious dis- 
eases and operations, and those due to arterio- 
sclerosis. In cases of tumor the hemorrhage is 
scantier but recurs more obstinately. 
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In cases of ulcer the character of the ulcer is often 
difficult to determine. Therefore the co-operation 
of an experienced internist with the surgeon is 
necessary if the treatment is to be most effective. 
The history is of the greatest significance in the 
diagnosis. Long duration of suffering with periodic 
recurrence of symptoms speaks for a callous or a 
penetrating ulcer, while complaints dating back only 
a few days suggest the presence of a flat ulcer. 
However, as a differential diagnosis is very often 
impossible, the author holds that in cases of severe 
hemorrhage from an old chronic ulcer it is better 
to operate than to depend on internal treatment. 
The fact that spontaneous healing of large eroded 
vessels has been demonstrated on the autopsy table 
does not change his opinion. 

With regard to the surgical treatment of recur- 
rent hemorrhage — for the first acute hemorrhage 
only internal treatment is to be considered — the 
author states that recently those who urge active 
interference have become more numerous, renowned 
surgeons have deserted their previous position, and 
even he has arrived at the conviction that cases of 
profuse hemorrhage do not belong exclusively to 
the internist, and that on the other hand simple 
gastro-enterostomy is not always sufficient. 

Finsterer reports in detail the histories of 24 
cases which were operated upon for acute gastric 
hemorrhage. A distinction is made between direct 
and indirect methods of effecting hemostasis. The 
first demand exposure of the bleeding ulcer by gas- 
trotomy, following which the bleeding vessel may 
be ligated or undersewed or the ulcer cauterized or 
excised. Tamponing is not to be recommended. 
Resection results in a lasting cure while the other 
procedures are of a more palliative, symptomatic 
character. The indirect method of effecting hemo- 
stasis aims at absolute rest and as complete evacua- 
tion of the stomach as possible to favor thrombus 
formation. Exclusion of the pylorus and gastro- 
enterostomy are to be considered as indirect methods. 
Gastro-enterostomy may be accused of not stop- 
ping the hemorrhage with absolute certainty and 
the same may be said of jejunostomy. Moreover, 
the latter is regularly followed by an increase in 
the size of the ulcer. 

The author considers resection as the best opera- 
tion in these cases and performs it in desperate 
cases of exsanguination, but states that it should be 
done early, if possible within the first twelve to 
twenty-four hours. He does not take the compro- 
mise position that it should be performed only when 
internal treatment is without effect. In diagnosti- 
cally doubtful cases an exploratory laparotomy is 
much less dangerous than uncertain delay. If the 
bleeding does not originate from an eroded vessel, 
a fact not difficult to determine, the abdomen is 
again closed. In other cases definite hemostasis is 
effected. 

Efforts should be made to determine the degree 
of the hemorrhage and its character (continuous or 
intermittent) by every means possible, such as 
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repeated blood pressure and hemoglobin determina- 
tions and counts of the red blood corpuscles. Chlo- 
roform and ether anesthesia were chiefly responsible 
for the formerly so frequent fatal outcome. Since 
the general use of local anesthesia the results have 
been better. A solution of novocaine no stronger 
than % per cent should be used and a preliminary 
injection of morphine must be given. Splanchnic 
anesthesia and paravertebral anesthesia are strictly 
contra-indicated because they require large doses 
of novocaine. Exsanguinated patients react more 
severely to this class of toxins. Chloroform is to 
be avoided entirely, but ether by the drop method 
may be employed. By careful dosage pulmonary 
complications may be obviated. 

Finsterer is convinced that if the advice given is 
strictly followed the results of the treatment of 
acute gastric hemorrhage will improve and the 
mortality decreased. Knoke (Z). 


Geilinger, W.: The Diagnosis of Ulcer of the Lesser 
Curvature of the Stomach (Beitrag zur Diag- 
nostik des kurvaturalen Magengeschwueres). 
Schweiz. med. Wchnschr., 1921, li, 25. 


On the basis of seven cases of his own and the 
literature regarding the diagnosis of the site of gas- 
tric ulcers, Geilinger attempts to define the clinical 
and X-ray syndrome of ulcers of the stomach other 
than pyloric ulcers, particularly those on the lesser 
curvature. More than half of the ulcers of the stom- 
ach are near the pylorus and about one ulcer in 
five is on the lesser curvature. 

In the pyloric syndrome of Soupault a typical 
symptom is pain immediately following the ingestion 
of food. The localization of pain exclusively in the 
middle or the left half of the epigastrium, the vom- 
iting of a small amount of clear, non-acid vomitus 
immediately after eating, and severe cramp-like and 
cutting pain in the cardia are characteristic of ulcer 
of the lesser curvature. There is no difference in the 
hemorrhage from ulcers in the different locations, 
but the position of pressure pain is valuable in the 
differential diagnosis. Pressure pain on the left 
side combined with reflex tension of the left rectus 
muscle is characteristic. Ulcer of the lesser curva- 
ture does not cause hypersecretion. The acid values 
are normal or subnormal. 

There is no great difference in motility, but 
pyloric or juxtapyloric ulcers generally cause earlier 
and more definite delay in the passage of food. 
From the examination of his own cases the author 
has come to the conclusion that in gastric ulcer, 
except ulcer of the pylorus, the motility of the 
stomach is almost normal. The cause of delayed 
motility in cases of ulcer of the lesser curvature he 
believes is a mechanical factor, i. e., involvement of 
the serosa, perigastritis, and infiltration rather 
than a hypothetical reflex spasm of the pyloric 
sphincter. 

Ulcers of the curvature are frequently overlooked, 
as they are often clinically latent or atypical. 

Dumont (Z). 


Erdmann, J. F.: Marginal, Gastrojejunal, or Pep- 
tic Ulcer Subsequent to Gastro-Enterostomy. 
Ann. Surg., 1921, |xxiii, 434. 

While it is true that recurrent ulcer after gastro- 
enterostomy is frequently due to the use of non- 
absorbable suture material, it occurs also in cases 
in which absorbable sutures are used throughout. 
In the latter it may be due to injury of the mucosa 
by clamps or forceps: Heat may also be a factor 
as in the causation of the primary ulcer. Chemical 
action and bacteria must be considered as causes 
if it is accepted that in the gastro-enterostomy the 
cause of the original ulcer has not been removed. 

From the findings of several cases the author is 
led to believe that there is an idiosyncrasy to the 
formation of ulcer in certain persons. The usual 
site of these ulcers was on the posterior wall of the 
stomach near the opening or its posterior margin 
and in the lower portion of the jejunal surface of 
anastomosis. 

The symptoms are like those of duodenal ulcer, 
only more intense. The X-ray has not been satis- 
factory in interpreting secondary ulcer. Prophylac- 
tic measures are the avoidance of trauma to the 
mucosa by clamps, the use of absorbable suture 
material, the suturing of each layer separately, and 
the avoidance of hot foods. 

If a fair medical test fails, the treatment is surgi- 
cal as in the primary condition. 

Case histories follow. I. E. Bisuxow, M.D. 


D’ Agostino. F.: A Continent Gastrostomy (Nu- 
ovo processo di gastrostomia sfinterica). Arch. 
ital. di chir., 1921, iii, 285. 

A new method of performing gastrostomy is 
described which prevents the discharge of food from 
the stomach through the opening. A cone of stom- 
ach is passed through two slits in the right rectus 
muscle from left to right so that it is folded back on 
its normal course and the overlying muscle acts as 
a sphincter. 

A case of diverticulum of the cesophagus in which 
the operation was done is described. The patient 
is fed through the gastrostomy and is gaining weight. 

‘ A. G. Morcan, M.D. 


Finney, J. M. T.: Acute Intestinal Obstruction. 
Surg., Gynec., & Obst., 1921, xxxii, 402. 

Finney has made a study of 245 consecutive cases 
operated upon by various surgeons at the Johns 
Hopkins Hospital and the Union Memorial Hospital 
of Baltimore in a period of ten years. There were 8 
cases of intussusception, all in patients under 1 
year of age, and 8 cases of volvulus, all in patients 
of middle age or older. The ratio of male to female 
patients was 2% to 1. In the author’s opinion 
negroes are slightly more subject to intestinal 
obstruction than whites. This difference he attrib- 
utes to the high incidence of inflammatory pelvic 
disease among negroes. 

Of the 245 patients whose cases are reviewed, 217 
were operated upon, and of these, 141 recovered. 


‘ | 
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The mortality was 36 per cent. From a study of the 
different operations performed and the circumstances 
under which they were done it seemed that the result 
depended more upon the patient’s condition at the 
time of the operation, the length of time which 
had elapsed since the onset of the symptoms of 
obstruction, and the condition of the bowel than 
upon the nature of the operation itself. Other 
factors being equal, resection seemed to compare 
very favorably in its results with the simpler forms 
of operation. 

In the acute cases the shortest interval between 
the onset of symptoms and the operation was four 
hours. The mortality rate was 5 per cent in cases 
operated upon in the first twelve hours, 11 per cent 
in those operated upon in the second twelve hours, 
and 31 per cent in those operated on in the second 
twenty-four hours. There were 50 cases of strangu- 
lated hernia, of which 40 were inguinal, 6 femoral, 
3 ventral, and 1 umbilical. There were 14 cases of 
adynamic ileus; 7 were fatal and 7 resulted in re- 
covery. Forty per cent of the total number of 
patients had had previous abdominal operations. 
These consisted almost exclusively of appendectomy 
or drainage of an appendicial abscess or some pelvic 
condition which in most cases was of inflammatory 
origin. ‘The mortality in the cases of obstruction 
following strictly pelvic conditions was 50.9 per 
cent. Of the symptoms, pain, which was generally 
pronounced, of sudden onset, and colicky in charac- 
ter, was present in 83 per cent, nausea and vomiting 
in 80 per cent, constipation in 58 per cent, distention 
in 48 per cent, and visible peristalsis in 20 per cent. 

The mortality of enterostomy was 60 per cent but 
this high rate might be attributed to the fact that 
the operation was done only in the most extreme 
cases. In resection of the intestine, which was 
generally followed by entero-anastomosis and oc- 
casionally by enterostomy, the mortality was 33 
per cent. When the viability of the bowel is doubt- 
ful and the patient’s condition such as to justify it, 
resection of the injured segment either with or 
without enterostomy and preferably with im- 
mediate entero-anastomosis appears to be the opera- 
tion of choice. The author has included 65 cases of 
chronic intestinal obstruction in his series. Twenty- 
four of these were cases of cancer of the colon; 7, 
cases of tuberculous peritonitis and ulceration; and 
4, cases of megacolon, etc. In most of the remainder 
the condition was due to adhesions following pre- 
vious operations upon the appendix or pelvic organs. 

Any part of the intestinal tract may be obstructed 
and the obstruction may be acute, subacute, or 
chronic, complete or partial, and due to any one of a 
variety of causes, such as intussusception, volvulus, 
foreign bodies, internal strangulation, enteroliths, 
intestinal parasites, bands, adhesions, kinks, twists, 
paralysis, tumors, congenital defects, megacolon, 
Meckel’s diverticulum, etc. At times, intestinal 
obstruction may be simulated by other conditions 
such as typhoid fever, Henoch’s purpura, certain 
infections, appendicitis, angioneurotic cedema, the 
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twisted pedicle of a tumor, lead colic, renal colic, gall- 
stones, mesenteric thrombosis, diaphragmatic pleu- 
risy, etc. 

The gravity of intestinal obstruction is due to 
three factors; (1) arrest of the fecal current, (2) 
interference with the free circulation in the affected 
segment of the intestine, and (3) constitutional 
symptoms due to the resorption of poisonous chem- 
ical products from the upper intestinal tract. The 
author calls attention to the difficulty of making a 
diagnosis in cases in which obstructive symptoms 
develop within a few days after an abdominal opera- 
tion when the purely obstructive symptoms may be 
masked by those usual in postoperative conditions. 
The important point in these cases is to recognize 
those which do not respond to gastric lavage, 
enemata, and the proper administration of cathartics 
and in which the symptoms are becoming progres- 
sively worse, and to re-open the abdomen before 
irreparable damage has been done. 

In cases of doubt it is always safer to operate. 
The determining factors are the intestinal character 
of the vomitus, the failure of lavage and enemata to 
relieve vomiting and tympanitis, and an increasing 
pulse rate with restlessness and thirst. The classical 
symptoms of shock generally indicate more severe 
damage to the segment of intestine involved. Dis- 
tention is a fairly late manifestation and is more 
pronounced the lower the obstruction. The 
vomitus consists at first of stomach contents and 
later of bile-stained mucus and fluid from the duo- 
denum and upper intestinal tract. Subsequently it 
becomes stercoraceous. Hiccough is a symptom of 
the later stages. As the condition progresses the 
patient develops an anxious expression which is 
associated with pallor, cold sweat, sunken eyes, 
rapid pulse, subnormal temperature, dryness of the 
mouth, severe thirst, and an excessively high 
leucocyte count. The urine becomes decreased in 
quantity and frequently contains large amounts of 
indican. 

As a reason for the diminution in the number of 
adhesions the author mentions the better observ- 
ance of the fundamental principles for their preven- 
tion, i.e., gentle handling of the tissues, surgical 
cleanliness, discontinuance of the use of drains 
made of large quantities of unprotected gauze, and 
the repeated removal and replacement of drains. 
Of the series of cases reviewed 6.9 per cent in which 
well-marked symptoms of obstruction were present 
resulted in recovery after medical treatment without 
operation. 

Finney draws the following conclusions: 

1. Difficulty may be experienced in making a 
diagnosis, especially in postoperative cases. 

2. A definite diagnosis is not necessary before 
operative measures are begun. 

3. Early diagnosis is the most important factor of 
all. It is more important to perform the operation 
early than well; better a poor operation on a patient 
in good condition than a good operation on a patient 


_in poor condition. 
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4. Operation is perhaps too often delayed in the 
postoperative cases by the fact that the patient 
has just gone through a major surgical operation 
and both he and the surgeon dislike exceedingly 
the prospect of another; also by the fact that in 
many cases in which there are symptoms strongly 
suggesting intestinal obstruction, especially after 
certain forms of abdominal operation, complete 
recovery follows rest, gastric lavage, starvation, 
enemata, and medical treatmient. 

I'REDERICK CHRISTOPHER, M.D. 


Flint, E. R.: Acute Intestinal Obstruction: A 
Series of 282 Cases. Brii. M.J., 1921, i, 729. 


In a series of 282 consecutive patients operated 
on by the author in a two-year period the mortality 
was 15.6 per cent. Exclusive of 170 cases of obstruc- 
tion due to external hernia and 42 cases of carcinoma, 
there were 70 cases of obstruction with a mortality 
of 28.5 per cent. This comparatively low mortality 
is attributed to the employment of methods sug- 
gested by recent experimental work. 

In addition to the usual procedure of operating 
as soon as possible, preserving warmth, and washing 
out the stomach, two other measures are of prime 
importance, namely, saline infusion and the ad- 
ministration of morphine. 

Saline infusion should be given before operation 
at the rate of at least 2 pts. an hour and continued 
during and after operation at half this rate. Five 
per cent glucose should be added and is usually 
given subcutaneously although if it is retained it is 
absorbed more quickly if given by rectum. The 
earlier it is given the better the effect. 

Morphine should be administered as soon as 
opergtion is advised, '4 gr. at once and % gr. 
every half hour until the rate of respiration falls to 
12aminute. It should be continued postoperatively 
for twenty-four hours. 

In the operation a right para-umbilical incision 
splitting the rectus is best. Precision, gentleness, 
and a minimum of exposure are essential. In- 
accurate work is responsible for many deaths. 
Plenty of warm, moist towels to cover the intestines 
and more than usual care to avoid soiling are of 
importance. Preliminary examination of the cecum 
and terminal ileum is a useful and practical point. 
Distention means obstruction below. A collapsed 
ileum can be followed up until the obstruction with 
distention of the bowel above it is found. 

The mortality was 9.3 per cent in cases not re- 
quiring resection and 47.8 per cent in those requiring 
resection. Hence experience in determining whether 
the intestine is viable or not is important. When the 
walls are of an abnormal color and, in addition, feel 
limp and offer no sensation of firmness to the fingers 
recovery is unlikely. 

Resection followed by lateral anastomosis is the 
operation of choice. Enterostomy should be done 
only in desperate cases and should never be per- 
jormed merely to drain the intestine. 

R. W. Nicuots, M.D. 
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Louria, H. W.: The Blood-Urea Nitrogen in Acute 
Intestinal Obstruction. Arch. Int. Med., 1921, 
XXVvii, 620. 

Louria describes seven cases of acute intestinal 
obstruction, in all of which there was an increase in 
the blood-urea nitrogen. The lowest reading was 
54 Mg. per 100 c.cm. and the highest, 170 mg. 
In one case in which it was 130 mg. per 100 c.cm., 
the phenolsulphonephthalein excretion was found 
to be 58 per cent in two hours and ten minutes. 

In one case a generalized urticarial eruption 
appeared while the patient was recovering from an 
acute ileus. As the substance which causes the 
toxemia of acute intestinal obstruction is presum- 
ably proteose in nature, it was concluded that this 
eruption was probably a cutaneous manifestation 
of proteose intoxication. 

All of the patients were free from evidence of 
chronic renal disease. Therefore the assumption is 
warranted that the elevation in the blood-urea nitro- 
gen was due to acute intestinal obstruction. 

SAMUEL Kaun, M.D. 


Pansera, G.: Ileus Caused by Gall-Stones (Ileo 
da calcoli biliari). Policlin., Roma, 1921, xxviii, 
sez. prat., 475. 


Tleus caused by gall-stones was first described by 
Bartholin in 1654. In 1914 Wagner collected 334 
cases from the literature. Of these, 161 were operat- 
ed upon, The mortality was 62 per cent. Of the 
173 patients not operated on, 93 recovered after 
spontaneous passage of the stone and 80 died. Since 
Wagner’s publication about 30 cases have been re- 
ported. Most of the patients were women and the 
condition was not preceded by signs of gall-stones. 
The statistics as to the relative frequency of this 
form of intestinal occlusion vary from 1 in 15 to 1 
in 28. 

The author describes the case of a woman 64 
years of age who for five months had had pain in 
the epigastrium and slight fever. There had been 
no icterus or vomiting and no blood in the stools. 
A few days before the patient’s admission to the 
hospital the pain had become very intense, the 
abdomen became distended, and it was impossible 
to cause a movement of the bowels even by giving 
purgatives. When the patient was seen by the 
surgeon her general condition was so unfavorable 
that he advised against operation, but as it was 
impossible to obtain a bowel movement and vomit- 
ing became frequent he made an artificial anus. 
Death followed. 

Autopsy showed dilatation of the first part of 
the small intestine, the lower third being small and 
collapsed. There was an opening between the gall- 
bladder and the second portion of the duodenum to 
which the gall-bladder was adherent. At the junc- 
ture of the middle and lower thirds of the ileum were 
two gall-stones. The lower and larger one occluded 
the lumen. 

The diagnosis of ileus caused by gall-stones is 
difficult during life. While in the case reported there 
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had been no symptoms until five months previously, 
the inflammation around the gall-bladder indicated 
that the process was much older than that, and the 
fact that the gall-stones were faceted indicated that 
they had been in contact with others which had 
probably been passed. The two stones discovered, 
being too large to pass through the ducts, had 
caused inflammation and local peritonitis which 
brought about the adhesions between the gall- 
bladder and duodenum. Finally the pressure of 
the stones had caused perforation, and the calculi 
had passed down the intestine until the decreasing 
size of its lumen had prevented their further prog- 
ress. 

As a rule stones pass through an opening made 
in this way between the gall-bladder and duodenum, 
but sometimes they cause such a dilatation of the 
common and cystic ducts that they are able to pass 
through the ducts. If the surgeon finds the intestine 
occluded by a gall-stone he should always make an 
examination for other stones which might cause ob- 
struction and necessitate operation later. 

A. G. Morcan, M.D. 


Summers, J. E.: Enterostomy in the Treatment 
of Acute Intestinal Obstruction. Surg., Gynec. 
& Obst., 1921, xxxii, 412. 


The author discusses the different types of en- 
terostomy which have been done in efforts to relieve 
acute intestinal obstruction. Nélaton’s operation 
consists in making a small incision in the right iliac 
region and suturing into the wound the first coil 
of intestine which presents itself. The bowel is 
opened immediately or several hours later. Sub- 
sequently it was found that Paul’s glass tubes or 
rubber tubes could be sutured into the intestine to 
drain the bowel effectively and removed later to 
allow the opening in the intestine to close. Thus 
the nuisance of an intestinal fistula which not infre- 
_ quently necessitates a second operation for its clo- 
sure is done away with. 

In serious cases of acute intestinal obstruction a 
primary enterostomy may be made as a life-saving 
procedure to be followed later, if necessary, by an 
abdominal section to find and relieve the cause of the 
obstruction, or a combined operation may be per- 
formed, an enterostomy opening being made in a 
coil of distended intestine to favor convalescence 
after the removal of the cause of the obstruction. 
In cases of peritonitis ileus, the focus causing the 
peritonitis (such as a gangrenous appendix) is re- 
moved and through the same incision the first or 
most accessible coil of distended intestine is opened 
and drained through a rubber tube fixed into it by 
a pursestring suture. 

When in intestinal obstruction the character of 
the vomitus is intestinal or fecal, Bonney recom- 
mends a jejunostomy draining the “segment of toxic- 
ity.” Positive proof of the value of a jejunostomy 
under such circumstances is that it causes immediate 
cessation of the vomiting. The author believes that 
unless the vomitus is frankly fecal the drainage tube 
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should be introduced into higkest segment of bowel 
which is distended rather than into the highest part 
of the jejunum if the latfer is not distended. 

If in a search for the obstruction the small bowe! 
is found to be much distended, the coils farther 
away from the obstruction are heavy and contain 
much liquid, while those nearest the obstruction 
are light, their contents being chiefly gas. The 
heavy coils should be opened at several points to 
evacuate their contents. In some cases it is wise to 
fasten the drainage catheter by an invaginating 
technique into the highest opening made for the 
relief of the distended gut. The other openings 
should be sutured. Freperick CuristorHer, M.D. 


Dubs, J.: Secondary Enterostomy After Opera- 
tions for Peritonitis (Die sekundaere Enteros- 
tomie nach Peritonitisoperationen). Schweiz. med. 
Wehnschr., 1921, li, 52. 


The author points out that the fate of the patient 
with general peritonitis depends chiefly on the con- 
dition of the intestine. After the organism is freed 
from the highly toxic intestinal contents survival is 
usually assured if the intestinal function can be 
restored. The surgeon must therefore combat 
intestinal paralysis with all the means at his com- 
mand. Chief among these is secondary enterostomy, 
which was recommended by Heidenhain at the 
Surgical Congress of 1902, but has not been ac- 
cepted by all surgeons. : 

As a further contribution to this disputed ques- 
tion the author reports the results of this operation 
in the treatment of peritonitis at the Winterthur 
hospital during the past five years. There were 24 
cases; 6 of the patients recovered (25 per cent). 
None of them was more than 25 years of age. , The 
clinical picture in every case was that of a progres- 
sive peritonitis with signs of intestinal paralysis — 
complete cessation of movements of faces and 
flatus, distention of the abdomen, dry tongue, 
vomiting, etc. 

The chief difficulty with regard to the operation 
is the decision as to when it should be performed; 
it must not be done too soon or too late. While no 
definite rules can be established, the author states 
that it should be performed before the intestinal 
paralysis has extended to large segments of the 
intestine, and before the symptoms of ileus are 
fully developed. Primary enterostomy for all cases 
is not justifiable. 

As far. as the prognosis is concerned, it does not 
seem to make any difference whether the ileus is 
mechanical or paralytic in nature. Of greater 
importance is the manner in which the intestinal 
fistula functions. The continuous and free passage 
of feces and gas through the enterostomy opening 
is a favorable sign. Dubs uses Heidenhain’s original 
technique. He makes the incision through the left 
rectus to the level of the umbilicus under local anzs- 
thesia and then draws forward, sutures to the peri- 
toneum, and opens the first distended loop which 
presents itself. Dencxs (Z). 
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Judd, E. S.:|Pathologic Conditions of the Duode- 
num. J.-Lancet, 1921, xli, 215. ; 

The duodenum, an organ of great importance 
anatomically and physiologically, is not essential to 
life and comfort and may be removed if provision 
is made for the pancreatic and bile ducts. Partial 
excision has been done in man during surgical pro- 
cedures, and complete excision in animals, without 
untoward results. Dilatation, diverticulum, ulcer, 
and carcinoma are the pathologic conditions most 
often indicating surgical interference. 

Dilatation extends throughout the entire length 
of the duodenum and into the upper part of the 
jejunum. It may be caused by paresis interfering 
with normal peristalsis or by infection involving the 
musculature. In 3 pronounced cases the author 
was unable to find any cause of a mechanical nature. 
Two cases are reported, in one of which enlarged 
glands in the mesentery at the duodenojejunal angle 
were found, and in the other a mass, apparently 
inflammatory, which caused obstruction at the 
duodenojejunal angle. 

A diverticulum may be congenital, but usually is 
an acquired lesion produced by the contracting scar 
of ulcer. It may not cause symptoms or it may 
produce symptoms similar to those of ulcer, but with- 
out food relief. In the author’s experience, true 
diverticulum is rare, but pouchings and saccula- 
tions, with or without associated ulcer, are com- 
paratively common. 

During the past fifteen years 4,901 operations for 
duodenal ulcer were performed at the Mayo Clinic. 
The ulcer was in the first inch of the duodenum in 
more than go per cent of the cases. It occurred 
four times as often in males as in females. In the 
past few years exploration of the duodenum by in- 
cision has been done much more frequently and 
multiple ulcers have been found which were not 
suspected; hence when no ulcer is demonstrable but 
a positive history or positive roentgenogram is 
obtained incision and exploration are advisable. 

The ulcerations are of two types: 

1. The ulcer with the gross appearance and his- 
tologic characteristics of gastric ulcer, which is 
called true ulcer. 

2. The ulcer with less induration and a lack of 
crater formation which is often difficult to feel. 
The mucous membrane seems to cover the entire 
surface but close examination reveals one or several 
pin-point ulcers and the submucosa and muscularis 
are infiltrated with round cells. This type is called 
duodenitis or submucous ulcer. A study of 64 
cases of this type indicates that it is not an early 
stage of true ulceration. 

The diagnosis and treatment of the two types of 
ulcer are the same. The sequela of both types also 
are similar, consisting of contraction of scars which 
is often stellate, frequently the formation of pouches 
and diverticula, and occasionally stenosis of the 
lumen or even complete obstruction. Acute per- 
foration is fairly common, and chronic perforation 
occurs in 28 per cent of the cases, at times with 
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involvement of the common duct or portal vein. 
Hemorrhage is common in the true ulcer type but 
rare in the duodenitis type. . 

Primary carcinoma is extremely rare. In a series 
of 3,500 cases of primary carcinoma of the stomach 
and large bowel, only 5 cases of primary carcinoma 
of the duodenum were found, and it was impossible 
to be absolutely certain that the cancer was primary 
in this region. R. W. Nicuots, M.D. 


Scheele, K.: The Diagnosis of Duodenojejunal 
Hernia (Beitrag zur Diagnostik der Hernia duo- 
denojejunalis). Zentralbl. f. Chir., 1921, x\viii, 188. 


Though duodenojejunal hernia is by far the most 
frequent form of internal hernia, constituting 90 
per cent of all cases, it is still fairly uncommon and 
in only a few cases is the correct diagnosis made 
before operation. Generally it has been found by 
chance at autopsy or at operation for acute strangu- 
lation ileus. It was only after the introduction of the 
roentgen rays that progress was made in the diag- 
nosis. 

The descending part of the duodenum is dilated to 
the size of the stomach; that is, there is duodenal 
stenosis. Heretofore it has been impossible to dis- 
cover the cause of this stenosis without operation. 
In a case Scheele observed carefully he found that 
the hernial sac, which as a rule contains the entire 
small intestine, gradually distends and that finally 
the mouth of the hernia lies at the level of the cx- 
cum. The hernial sac then has an arched line from 
the left upper abdomen to the cecum. With a bis- 
muth meal the loops of small intestine can be ren- 
dered visible, and if their contours also show the 
arched lower boundary line mentioned the author 
regards it as a sign of internal hernia, especially of 
duodenojejunal hernia. KNOKE (Z). 


Case, J. T.: The Surgical Physiology and Path- 
ology of the Colon from the X-Ray Standpoint. 
N. York State J. M., 1921, xxi, 156. 


The author discusses colonic peristalsis under 
normal and pathologic conditions and calls atten- 
tion to the diagnostic and operative errors which 
may occur if the changing appearance of the colonic 
shadow during peristalsis is not known. Particular 
emphasis is laid upon the prolonged stay of food 
residue in the cecum and proximal colon, and the 
resulting pain on the right side, distention, and full- 
ness, suggesting appendiceal involvement, which 
are due to some obstructing organic or functional 
lesion in the distal colon or rectum. A careful study 
of the entire colon, including the pelvic loop and the 
rectum, is necessary before such relatively rare or 
inconsequential lesions as adhesions of the terminal 
ileum or cecum, fixation of the appendix, so-called 
Jackson’s membrane, hepatocolic bands or mem- 
branes, or a supposed ptosis of the transverse colon 
may be accepted as the cause of the pain on the 
right side. 

The outline of the normal colon from the roent- 
genologic standpoint is exceedingly variable and 
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ever-changing. The motor function is of far greater 
significance than the morphological factor. Ptosis 
per se is relatively unimportant. The mobility of 
the various parts should be ascertained and a care- 
ful search made for filling defects due to intra- or 
extra-colonic tumors. The position of the trans- 
verse colon is especially variable because of turning 
and winding snake-like movements without actual 
transportation of the contents of the bowel. The 
prevailing movement in the proximal bowel under 
normal conditions is antiperistaltic in its effects 
and may be greatly increased under abnormal 
conditions. The distal colon has as its characteristic 
activities churning and onward movements. The 
principal propulsive movement of the colon is the 
spontaneous large contraction activity in which 
sausage-shaped masses of content move with more 
or less rapidity for variable distances. This the 
author calls ‘‘spontaneous mass movement.” It 
has a relation to bowel evacuation and is seen most 
constantly before or during defecation. Observa- 
tion of the opaque enema may reveal a large ring 
constriction passing along the colon. 

Among the various phenomena due to peristalsis 
which may lead to diagnostic error are: 

t. Pseudo-filling defects resembling those due to 
neoplasms. 

2. Proximal colon stasis, especially czcal stasis, 
due to exaggerated antiperistalsis, which may be 
incorrectly attributed tomembraniform or band 
adhesions involving the cecum, the ascending colon, 
or the hepatic flexure, or the supposed prolapsus of 
the transverse colon. Although such conditions may 
be responsible for stasis at times, the author has 
found that lesions in the distal colon are far more 
commonly responsible. Enterospasm is often asso- 
ciated with distal colonic adhesions. 

3. A point of arrest in the transverse colon just 
proximal to the midline which may be attributed 
erroneously to an organic obstruction. This point 
corresponds to an area described by various observ- 
ers as a tonic constriction ring. 

4. The disposition of the opaque residues shortly 
after a mass movement which has cleared the distal 
colon below a certain point in the descending colon. 
This may simulate chronic obstruction. 

In conclusion the author states that the roentgen 
study of the colon must be conducted by fluoro- 
scopic as well as roentgenographic means, and the 
value of the screen method far outweighs the value 
of plates. Moreover, it must be recognized that the 
evidence obtained by X-ray study constitutes only 
a part of the examination of the patient, and must 
be interpreted in the light of the history and the 
physical and laboratory findings. 

HartunG, M.D. 


Peck, C. H.: Obstructions of the Colon and Ileo- 
cecal Regions. Surg., Gynec. & Obst., 1921, xxxii, 
408. 


The author reviews the work of the second surgi- 
cal division of the Roosevelt Hospital since Janu- 
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ary 1, 1910. Ina total of 9,268 operative cases he 
found 138 cases of obstructive lesions of the colon 
and ileocecal region. These did nat include lesions 
of the rectosigmoid and the rectum. There were 103 
non-malignant cases which he classifies as follows: 

Postoperative conditions, 26; postinflammatory 
and congenital bands and adhesions, 58; diverti- 
culitis, 8; tuberculosis of the cecum or colon, 8; 
megacolon, 3; and hernie of the colon (obstructed 
or strangulated cases, number not compiled). There 
were 35 cases of obstruction due to carcinoma. 
The obstruction occurred in the cecum in 3, in the 
ascending colon and hepatic flexure in 12, in, the 
transverse colon in 3, in the descending colon and 
splenic flexure in 5, and in the sigmoid in 12. In 
the postoperative cases omental and _ peritoneal 
bands and adhesions were the usual offenders. In 
some of these the condition was remedied only 
with much difficulty, while in others it was easily 
relieved. Peck warns against sweeping iodine from 
the skin into the peritoneal cavity and rinsing the 
hands in bichloride solution before introducing 
them into the abdomen. 

The typical Jackson’s membrane he found to 
consist of short, tense peritonea! bands which usually 
were attached to the ascending colon at its anterior 
longitudinal band so that they fixed and constricted 
the gut to a varying degree and rotated it to the 
right on its long axis, often from 60 to 96 degrees. 

Of the 35 cases of malignant obstruction 18 were 
treated by radical operations. Among these there 
were 15 recoveries and 3 deaths. Of the 15 patients 
who recovered, 12 were alive after the following 
postoperative periods of time: 2, ten years; 2, nine 
years; 1, seven years; 1, five years; 1, three years; 
and 5 one year or less. 

In dealing with malignant growths those reason- 
ably movable and without metastasis or with second- 
ary deposits limited to adjacent accessible glands 
or omentum should be excised if this is permitted by 
the patient’s general condition. Radical excision 
should not be done without preliminary colostomy 
in the presence of any considerable degree of 
obstruction with distention of the proximal gut. 
While closure of both segments with lateral anasto- 
mosis was formerly the operation of choice, end-to- 
end anastomosis, even in ileocolic resection, is 
becoming more and more the author’s routine pro- 
cedure as he believes it gives better results. 

FREDERICK CHRISTOPHER, M.D. 


Wilkie, D. P. D.: Carcinoma of the Appendix Caus- 
ing Diverticula of the Appendix and Acute Ap- 
pendicular Obstruction. Brit. J. Surg., 1921. 
viii, 392. 

The author reports three cases of spheroidal-celled 
tumor of the appendix in which operation was done 
for symptoms of acute appendicitis. The patients 
were 15, 17, and 22 years of age and only one had 
had a previous attack of pain. 

In every case the tumor was found causing ob- 
struction to the lumen of the appendix at the cecal 
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end and -associated with inflammation and diver- 
ticulum involving all the coats of the wall. It ap- 
peared asa yellow encapsulated mass with no evidence 
of metastasis. In one case there was a second 
similar tumor at the tip of the appendix. 

Graham reported a spheroidal-celled tumor in 72.8 
per cent of 172 cases of primary carcinoma of the 
appendix. Reiman reported 0.13 per cent of car- 
cinomata in 13,157 appendices examined, 75 per cent 
of which occurred in females. MacCarty and 
McGrath reported the average incidence of carci- 
noma as I in every 225 appendices, and the average 
age aS 30 years; 75 per cent occurred in females 
and go per cent at the tip of the appendix. 

Carcinomata of the appendix appear to be benign. 
Aschoff, doubting whether they are true carcino- 
mata, calls such tumors ‘‘mucous membrane nevi.” 
Luce found only 12 authentic cases of malignant 
tumor of the appendix. McKenty points out that 
no authentic case of metastatic growth following 
carcinoma of the appendix has ever been reported 
in which the spread of the disease from the cecum 
could be definitely excluded. 

Frank S. ScHOOoNOvER, M.D. 


Alglave, P.: The Treatment of Fecal Fistulze in 
the Region of the Appendix (Au sujet du traite- 
ment des fistules stercorales de la région appendicu- 
— Bull. et mém. Soc. de chir. de Par., 1921, \xvii, 

47- 

Besides fistulae due to cancer and to actinomy- 
cosis, the appendicular or para-appendicular fistulae 
most commonly observed are of two types: (1) the 
ordinary intestinal fistula due to the opening of an 
abscess or to gangrene, etc., and (2) tuberculous 
fistule. Each of these types demands different 
treatment. 

The natural tendency of the first type is to close 
spontaneously or after simple treatment, but the 
gravity of tuberculous fistula is such that often 
exclusion of a segment of diseased intestine is neces- 
sary. In cases of the latter type the tuberculosis is 
usually not limited to the appendix but associated 
with tuberculosis of the cacum, the _ ileocolic 
valve, or the ileum. In tuberculosis localized to 
the ileocecal segment, which is of interest to the 
surgeon because it may be cured by operation, it is 
very rare for the tuberculosis to extend more than 
15 or 20 cm. downward. On the basis of a study of 
52 cases of ileocecal tuberculosis the author dis- 
tinguishes six types: 

1. An enteric granulo-ulcerous type, which was 
present in 28 cases, and in which the mucosa alone 
is diseased. 

2. An entero-peritoneal type, seen in 14 cases, 
in which granulations are visible on the serosa and 
granulo-ulcerous lesions on the mucosa. 

3. A fibro-adipose type, observed in 5 cases, 
which often enlarges or narrows the caliber of 
the intestine. 

4. An atrophic type. 

5. A local peritonitic type. 


199 


6. LIleocecal adenopathy without intestinal lesions. 

The first three types are those most commonly 
observed. 

In nine cases out of ten, when the surgeon oper- 
ates upon a tuberculous appendix, cn2 or another of 
the lesions mentioned will be found in the ileocecal 
region. However, the first type, which is the most 
frequent, often escapes detection. Such a lesion is 
apt to form a fistula after the removal of the appen- 
dix. The fistula may originate at the site of the 
ligature placed at the base of the appendix or at 
any point from 15 to 25 cm. above or below it. It 
may be formed by direct perforation of an ulcera- 
tion in the immediate neighborhood of the appendic- 
ular stump or by the opening of an abscess into 
the same region. In some cases multiple fistule 
may be formed. 

On the basis of the pathologic anatomy, the opera- 
tion of choice for the closure of fecal fistula com- 
plicating appendicular tuberculosis is_ bilateral 
exclusion of the diseased part of the intestine. 
Treatment directed against the fistula itself will 
fail. The incisions should be made on the ileum 
from 15 to 20 cm. above the ileocecal valve and on 
the colon about 20 to 25 cm. below the valve. 
Alglave insists that every effort should be made to 
preserve as much of the large intestine as possible. 

W. A. BRENNAN. 


Pendl, F.: A New Principle in Surgery of the Colon 
and Rectum (Ueber ein neues Prinzip in der Chirur- 
sie des Dickdarms und Mastdarms). Arch. f. klin. 
Chir., 1920, cxiv, 486. 


Pendl states that he has not obtained encourag- 
ing results with the Mikulicz two-stage resection of 
the colon. The danger of the one-stage resection 
lies principally in the hardening of the stool. He 
therefore has been led to administer 1 to 1% table- 
spoonfuls of castor oil the first morning after the 
operation and a half tablespoonful each succeeding 
morning for eleven days to soften the stool. As a 
further precaution the gut is emptied as thoroughly 
as possible before the operation. The diet consists 
of liquids and thin soups throughout the entire 
period. 

The two-row interrupted suture is used. Pendl 
emphasizes the advantages of end-to-end anastomo- 
sis. Silk is the suture material of choice. The first 
row of sutures includes only a very narrow margin of 
mucous membrane but the greatest possible amount 
of wound surface. The peritoneum is completely 
closed in every case. 

The procedure described has been used with very 
gratifying results in seven cases of cancer of the 
rectum. Resulting fistula were always small and 
closed rapidly. In two cases there was primary heal- 
ing of the rectum. 

To prevent sluggishness of the stool, Pend] leaves 
a properly shaped glass spool in the rectum follow- 
ing operation for the removal of tumors below the 
transverse colon. This may remain in place for 
weeks without danger. It provides a free outlet for 
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faeces and gas and therefore prevents over-distention 
of the bowel. O. NorpMANN (Z). 


Francois, J.: A Continent Artificial Anus Formed 
by Cutaneous Tunneling (Anus §artificiels 
continents par le procédé de la tunnellisation cu- 
tanée). Presse méd., Par., 1921, xxix, 355. 


Sauerbruch’s method of suturing tubes of skin 
in the muscles in cinematization operations has 
been used by Frangois in forming a continent arti- 
ficial anus. The same method has been employed 
by Ombrédanne ir the treatment of epispadias 
and hypospadias. 

Francois cuts rectangular strips of skin above, 
below, and on both sides of the site at which the 
anus is to be formed. The free edge of the lower 
strip is toward the pubes, while the base is 
toward the new anus and about 1 cm. dis- 
tant from it. In the upper strip the pedicle is toward 
the anus. The axis of each strip is parallel to the 
anal axis. In the dissection of the strips fatty tissue 
is left adherent. The proximal parallel edges of the 
two strips are sutured together, and also the distal 
parallel edges. Each strip then forms a tube, the 
epidermis being internal and the fatty surface 
external. A buttonhole is made in the center of the 
base of each strip and subcutaneous tunnels parallel 
to the line of the anus are bored at each side of it. 
The free end of each skin tube is then seized with a 
forceps and the tube is drawn through the tunnel 
so that at the site of the anus the tubes are contig- 
uous. Ten or fifteen days later the anal opening is 
made by the usua! procedure so that it lies exactly 
between the two subcutaneous tunnels, and the end 
of the colon is fixed. 

A special apparatus is applied about three weeks 
later. This consists essentially of two thin steel 
rods covered with rubber and passed into the sub- 
cutaneous tunnels. By an external mechanism con- 
necting them, the two rods can be gently squeezed 
together so that they hermetically close the mucous 
lips of the anus. 

Two cases are reported in which the operation de- 
scribed gave satisfactory results. W. A. BRENNAN. 


LIVER, GALL-BLADDER, PANCREAS, 
AND SPLEEN 


Simon, L.: A Contribution on Hepatico-Choledo- 
choduodenostomy by Means of a Rubber- 
Prosthesis (Beitrag zur Hepatico-Choledocho- 
duodenostomie mittels Gummiprothese). Beitr. 
s. klin. Chir., 1920, cxx, 344. 


When a defect of the bile passages must be repaired 
during an operation but direct anastomosis is not 
feasible and the detour by way of the gall-bladder is 
not possible, there remain two groups of operative 
possibilities: (1) direct union of the free portions of 
the bile ducts with the intestine; (2) bridging of the 
defect by means of a thin rubber drain. 

To the first group belongs choledocho-enterostomy, 
hepatico-enterostomy, cholangio-enterostomy, and 


INTERNATIONAL ABSTRACT OF SURGERY 


their modifications. ‘The anastomosis may: be either 
terminal or lateral. The technical difficulties de- 
pend upon the anatomic findings peculiar to the 
patient and are usually considerable. In some cases 
the method indicated by Dahl may be applicable. 

In the second group a rubber prosthesis is used. 
The tube is so placed that it may be removed later, 
or is buried and left in place. This latter indication 
is fulfilled by the method of Brewer and Wilms. 
In the methods which aim at later removal of the 
tube and in which a portion of the free supraduo- 
denal part of the common bile duct may be used, 
the tube is introduced through an oblique artificial 
fistula. Simon has used this method with very good 
results in 5 cases. The technique is simple. It is 
of importance to cover the drainage tube with peri- 
toneum (ligamentum hepatoduodenale, omentum, 
or pedicled flaps of the serosa of the duodenum). 
Important also is the protrusion of the duodenal 
mucosa in the direction of the common bile duct so 
that the proliferation of the mucosal epithelium 
may occur correctly. The epithelialization takes 
place rapidly. Over-rapid expulsion of the tube 
has not been observed. 

The advantages of the rubber prosthesis are, first, 
that the so-frequent unfavorable tension present 
following direct suture is avoided, and second, that 
the long oblique canal in the duodenum or stomach 
wall is much less favorable to the expulsion of duo- 
denal or stomach contents into the common duct. 

In order to secure a more natural preséntation of 
the bile system, no pad is inserted under the patient’s 
back. The organs of the epigastrium then lie before 
the operator in their natural relations and correct 
proportions; otherwise the tube may easily be made 
too long. SAXINGER (Z). 


Pallin, G.: Carcinoma of the Hepatic and Com- 
mon Bile Duct and Its Surgical Treatment 
(Das Carcinom des Ductus Hepatico-Choledochus 
und seine chirurgische Behandlung). Beitr. s. klin. 
Chir., 1920, cxxi, 84. 

The author reports 52 cases of carcinoma of the 
hepatic and common ducts described in the Swe- 
dish literature. He distinguishes between carci- 
noma of Vater’s papilla, of the common duct, of 
the juncture of the ducts, and of the hepatic duct. 
He gives statistics as to the number of males and 
females with carcinoma at these various anatomica! 
sites and the ages of the patients. He gives detailed 
macroscopic and microscopic descriptions of the 
carcinomata. 

In 11 of the 52 cases the so-called white bile was 
observed. Generally a few days after the obstruc- 
tion to the flow has been removed the bile regains 
its normal color in such cases. One unusual case 
was a case of papillomatosis of the common duct. 

No definite relationship between stone and car- 
cinoma was determined. One of the chief symptoms 
of carcinoma is icterus. The other symptoms are 
described but nothing especially new is brought out. 
The diagnosis cannot be made definitely. 
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The treatment is a palliative or radical opera- 
tion. The results of both forms are extraordinarily 
poor as in even the simplest palliative operation 
the mortality is 75 per cent. The author reviews 
the radical operations described in the literature. 
Among 44 cases a recovery resulted in 23. These 
figures are much better than those for the palliative 
operation, but only especially favorable cases were 
selected for the radical operation. Of the 23 cured 
patients, however, only 1, whose case was reported 
by Koerte, remained free from recurrence for as 
long as six years. In spite of these very poor figures 
the author believes operation is justified in view of 
the uncertainty of the diagnosis and the absolute 
hopelessness of any other kind of treatment. He 
gives the histories of 4 cases of carcinoma of the 
common duct which were treated by radical opera- 
tion. Death resulted in all. Rost (Z). 


Sweetser, H. B.: Injury to the Bile Ducts and 
Methods of Repair. Ann. Surg., 1921, |xxiii, 629. 


The author calls attention to the seriousness of 
interference with the normal flow of bile into the 
intestine. With the exception of cases of obstruction 
caused by the pressure of malignant tumors, this 
interference is due to: (1) stenosis of the ducts follow- 
ing deep ulceration, (2) the pressure of adhesions, 
and (3) intentional or accidental division of the 
common duct during cholecystectomy. One hun- 
dred and ninety-five cases of such accidents have 
been collected by various writers. Their frequency 
is related in all probability to the frequency of con- 
genital abnormalities in the duct region and the 
tendency of surgeons to perform cholecystectomy 
instead of cholecystostomy. 

The author reports two cases. In the second case, 
in the second operation after a cholecystectomy 
which had been followed by symptoms of interference 
with the common duct, the cystic duct was found 
only after a search through a dense mass of ad- 
hesions. A No. 17 catheter was passed an inch into 
the duct and held in place by a chromic gut suture. 
The other end of the tube was fastened in the duo- 
denum which, after mobilization, was opened without 
any attempt at the formation of a valve. The 
omentum was tucked around the joint and the rub- 
ber dam drains were carried down to either side 
of the anastomosis. The tube was passed with the 
stool on the fourteenth day. The patient made a 
good recovery. In a letter received over a year 
after the operation she stated that she was in excel- 
lent health and the stools were normal in every 
respect. 

In the author’s opinion failures in bile-duct 
anastomosis are due to stenosis at the point of union 
or to an ascending cholangitis and abscesses of the 
liver. For cases in which it is apparently impossible 
to approximate any part of thestomach or duodenum 
to the duct, a number of methods have been devised 
to bridge the gap. The most successful of these 
has been the employment of a rubber tube, that 
portion of it which occupies the gap being covered 
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with contiguous peritoneum or the omentum. 
Attempts have been made to bridge the gap by 
means of autogenous grafts, the tissues used being 
the appendix, pieces of fascia, and veins, but in 
animals these have failed invariably. In other 
attempts -the biliary fistulous tract or a loop of 
jejunum has been used. In a few, the hiatus was at 
the liver surface and there was no duct available 
for anastomosis. In such instances a_hepatos- 
tomY or hepato-enterostomy was done, but with 
very meagre success. 
FREDERICK CHRISTOPHER, M.D. 


Crile, G. W.: Special Points in the Surgery of the 
Gall-Bladder and Ducts. Jilinois M. J., 1921, 
XXXiX, 401. 


By animal experiment and clinical observation 
the following facts have been established: 

1. At autopsy in certain cases in which the patient 
declined rapidly after the first day following an 
operation for gall-bladder pathology and died three, 
four, or five days later no demonstrable lesion is 
found. 

2. Irrespective of its cause, exhaustion produces 
certain changes in the cells of the brain, liver, and 
adrenals. 

3. The removal of the liver causes rapid disin- 
tegration of brain cells which cannot be distinguished 
from the disintegration produced by any other 
cause. 

4. The liver cells of animals kept alive by 
artificial respiration after decapitation do not show 
degeneration. 

5. In conditions of stimulation the conductivity 
of the brain is increased while the conductivity of the 
liver is decreased. In exhaustion the reverse is true. 

6. By means of sensitive thermocouples it can 
be shown that every change in the condition of an 
animal is accompanied by a change in the tempera- 
ture of the brain. In normal animals the liver 
appears to have the highest temperature. After’ 
complete ligation of the liver, the brain temperature 
falls until the animal dies. 

7. Hemorrhage and ether anesthesia cause pro- 
gressive lowering of the temperature of the brain 
and liver. The length of life after excision of the 
liver is almost the same as the time an animal is 
able to live under ether anesthesia. Surgical 
trauma produces changes in the brain temperature 
in proportion to the degree of trauma. 

8. Under light gas-oxygen anesthesia-analgesia 
the temperature of the brain remains practically 
normal. Deeper gas-oxygen anesthesia causes a 
fall in the brain temperature but this is not as rapid 
as that occurring under ether anesthesia. The 
administration of hot water by mouth, the applica- 
tion of hot packs, and elevation of the feet cause 
an immediate rise in the brain temperature. 

In cases requiring gall-bladder surgery there are 
many factors at work which are apt to reduce the 
internal respiration of the liver cells (indirectly the 
important influence of the liver on the brain). 
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These factors predispose to so-called “liver shock.” 
Briefly they are: infection, diminished nutrition, 
loss of water equilibrium due to the nausea of 
jaundice, lowered blood pressure, and back pressure 
of the bile. 

The practical application of these observations to 
gall-bladder surgery is the careful elimination of all 
factors tending to reduce liver function and the use 
of pre-operative and postoperative measures known 
to combat these influences. Analgesia or anesthesia 
should be induced with gas-oxygen and the wound 
infiltrated with a local anesthetic to protect the 
brain. Long incisions should be made to obtain 
exposure without trauma, and cooling of the viscera 
should be prevented by the use of warm pads. The 
liver should be handled as little as possible. After 
the operation the application of heat to the entire 
abdomen is indicated. In cases of low blood pres- 
sure or secondary anwmia blood transfusion is 
necessary. Water should be given liberally by 
the method best suited. By these measures a 
crisis will be prevented. 

In conclusion the author states that while thus 
far the studies reported are suggestive rather than 
conclusive, nevertheless whatever fundamental law 
underlies the action of the measures indicated, the 
mortality rate of operation on the gall-bladder and 
ducts has been reduced by their application from 
6.2 to 1.6 per cent. J. J. Lesowirz, M.D. 


Deaver, J. B.: Jaundice. Med. Rec., 1921, xcix, 639- 


Jaundice is a symptom, not a clinical entity. 
It may be due to: (1) obstruction of the ducts 
caused by stones, tumors, inflammation, etc.; 
(2) infectious processes apparently not involving 
the liver, such as pneumonia, typhoid fever, malaria, 
yellow fever, etc.; (3) toxins, such as arsin, phos- 
phorus, etc.; (4) physiological conditions such as 
those causing icterus neonatorum; and (5) psychic 
or emotional causes. 

Extended experiments and clinical studies by 
Minkowski, Naunyn, Rost, Brulé, and others have 
demonstrated a close relationship between hemo- 
lytic jaundice and the behavior of the liver cells. 
In this condition rupture of the capillaries of the 
bile passages occurs as in obstructive jaundice and 
causes a thrombosis of the capillaries which may 
be regarded as the immediate cause of the jaun- 
dice. 

Other experiments and observations prove a close 
relationship between the liver and gall-bladder 
lymphatics and indicate that ascending infection is 
an important factor in jaundice (Brulé). These 
findings therefore constitute an additional argu- 
ment for cholecystectomy. 

According to French authors, the liver cells are 
probably affected also in the milder types of ca- 
tarrhal jaundice. Dissociated jaundice is the type 
supposed to be due to the separation of the bile 
salts from the bile pigment, the salts entering the 
blood stream alone. In “‘complete jaundice”’ all 
of the bile elements are present in the blood. In 
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hemolytic jaundice bilirubin is present without 
the salts when it is formed extrahepatically. The 
latter is termed “renal dissociation icterus. ”’ 

The symptoms and probable pathology of the fol- 
lowing different grades of jaundice are discussed: 

1. A mild catarrhal jaundice which is usually 
painless, associated with only mild symptoms, and 
probably due to a cholangitis, often a mucous ob- 
struction. 

2. A more acute jaundice with severe colicky 
pains, due probably to obstruction in the bile ducts. 

Both of these types will usually yield to medical 
treatment, but the latter as a rule recurs and dam- 
ages the tissues. After a second attack the question 
of interval operation should be seriously considered. 

3. Jaundice due to malignancy, which was present 
in 15 per cent of the cases. This is not easily detected, 
the duodenal bucket and other tests being of little aid. 
Fifty per cent of the cases of malignant jaundice 
are due to cancer of the liver, and the rest to cancer 
of the pancreas, gall-bladder, and ducts. 

4. Hemolytic jaundice acholuric in character 
and associated with enlargement of the spleen and 
anemia which may be paroxysmal and vary in 
intensity. There are two types: (1) the congenital 
type, which may develop as the subject grows older, 
and (2) the familial type, which is more common 
and present in varying degrees in different mem- 
bers of the same family. 

5. The jaundice of Hanot’s cirrhosis. This is 
closely allied to the hemelytic type. Splenectomy 
in hemolytic jaundice is often indicated as bili- 
rubin is formed also in the spleen. 

6. Surgical jaundice following operation. This 
is due either to an extension of infection or injury 
of the ducts. It may be avoided if the anatomy is 
well known and operation is not performed with 
undue haste. Occasionally it is due to clamping of 
the ducts in an attempt to control bleeding from 
the divided cystic artery. M. H. Hosart, M.D. 


Ballin, M., and Saltzstein, H. C.: A Pancreatic 
Cyst Following Cholecystectomy. J. Am. IM. 
Ass., 1921, Ixxvi, 1484. 

The case reported by the authors showed clini- 
cally pancreatitis, cholelithiasis, cholecystitis, and, 
subsequent to cholecystectomy, the development 
of a pancreatic cyst. In June, 1920, the patient had 
an attack of severe epigastric pain which extended 
down the left side of the abdomen and radiated to 
the right and to the back. A month later it occurred 
again but became well localized to the right upper 
quadrant. A third attack was experienced a month 
after the second. 

After a period of a month, in which the disease 
was apparently quiescent, the gall-bladder was 
removed. It showed a thickened, oedematous, and 
gangrenous wall and contained stones and pus. 
The common duct was exposed, but no stones were 
found within it. One gauze drain and one rubber 
drain were placed down to the stump of the cystic 
duct. 
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Recovery followed apparently without incident 
but two days after the patient left the hospital he 
was again seized with sharp epigastric pain which 
radiated down to the iliac region where it became 
localized and persisted for twenty-four hours. Two 
weeks later there was a similar but sharper attack. 
October 15 he began to have lumbar pain and noticed 
a round tumor forming in the mid-epigastrium. He 
noted that the more food he took the more his back 
ached. After his abdomen began to swell he noted 
that the sharp attacks of pain no longer occurred. 

An operation was performed December 1, 1920. 
The stomach immediately appeared in the incision, 
which was made in the midline between the xiphoid 
process and the umbilicus. The stomach was 
flattened between the tumor and the anterior abdom- 
inal wall. The gastrocolic ligament was incised in a 
vessel-free area and the cyst was punctured with a 
trocar. Four quarts of a thin, brownish fluid were 
removed. A large tube was sewed into the cyst and 
the abdominal cavity protected by means of strips 
of gauze about the tube. 

The fluid was neutral to slightly acid and con- 
tained bile pigments and bile acids. Amylase was 
actively present; trypsin was present but weaker. 
Recovery was uneventful. 

The authors state that obstruction to the outflow 
of the pancreas is the cause of most of the chronic 
pancreatic cysts coming to operation. This obstruc- 
tion may be in the excretory duct or due to a com- 
bination of compression from without and obstruc- 
tion within. The most frequent cause is chronic 
interstitial pancreatitis. 

In the case reported pancreatitis was probably 
present before the cholecystectomy as the patient 
had often complained of pain on the left side. 
The pathologic sequence was doubtless as follows: 
(1) acute purulent cholecystitis and cholelithiasis 
with concomitant severe pancreatitis, (2) cholecys- 
tectomy followed by interference with the biliary 
outflow, and (3) recurrence and accentuation of 
pancreatic inflammation with breaking down of 
pancreatic tissue followed by leakage of pancreatic 
secretion and bile into the peritoneal cavity, i.e., the 
pancreatic cyst. 

The authors conclude that in cases of pancreatitis 
complicating gall-bladder disease, especially if 
there is pronounced infection, one of two methods 
should be employed: (1) cholecystectomy with 
drainage for several weeks, or (2) cholecystectomy 
with additional drainage of the common duct. 

G. HAveN Mankin, M.D. 


MISCELLANEOUS 


Eccles, W. M.: The Early Diagnosis of Acute 
Abdominal Affections. Brii. M.J., 1921, i, 663. 


Acute thoracic conditions belong to the physician, 
acute abdominal conditions to the surgeon, but both 
of these and the responsibility of the diagnosis and 
treatment belong to the general practitioner. Acute 
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abdominal affections generally require surgical 
emergency measures and from the first the possibility 
that surgical treatment may be necessary should 
always be borne in mind. It is essential for the 
medical attendant to remember the several condi- 
tions which might be present in any given case. The 
percentage frequency of acute abdominal condi- 
tion is as follows: acute appendicitis, 70.7 per cent; 
intestinal obstructions, 18.1 per cent; perforations, 
7.2 per cent; cholecystitis, 2.4 per cent; torsion of 
pedicles, 1.1 per cent; and acute pancreatitis, 0.5 
per cent. 

In addition, one must consider colic and poisoning 
and, in the adult female, rupture of an ectopic gesta- 
tion, acute salpingitis, and septic endometritis. 
An acute basal pleurisy or the pain prior to the vesic- 
ular eruption in “shingles” may also simulate an 
acute condition of the abdomen. 

The patient may present the abdominal facies, 
an anxious expression due to the intensity of 
the abdominal symptoms. Vomiting occurs because 
the stomach is directly or reflexly disturbed. The 
pulse steadily increases and has no relationship to 
the temperature. The temperature rises because 
of inflammation or falls because of collapse. Ab- 
dominal pain with tenderness is usually present but 
ranges in intensity according to the patient and the 
lesion. Muscle rigidity is a valuable indication, 
especially if localized. 

Over 70 per cent of the cases of acute abdominal 
conditions are cases of acute appendicitis. Every 
case should be diagnosed and treated early. The 
mortality is still too high because of delay in the 
diagnosis and treatment. The left side should be 
examined first to give confidence to the patient, 
and the abdomen should never be approached with 
cold hands. A rectal examination should always 
be made. Bladder symptoms may be present if the 
appendix lies over the brim of the pelvis. 

In suspected cases of intestinal obstruction the 
ordinary hernial sites should be examined for pos- 
sible strangulation. Internal strangulation and in- - 
tussusception are the next most common causes. If 
the obstruction is due to volvulus, a tumor is usually 
present. The signs and symptoms are similar and 
usually characteristic. The treatment is surgical. 
Early operation not only confirms the diagnosis, 
but as a rule promotes cure. 

Nothing produces a more acute abdomen than the 
perforation of a hollow viscus. The stomach, duo- 
denum, gall-bladder, or the appendix may give way, 
and its contents, passing into the peritoneal cavity, 
will produce the most alarming signs and symptoms. 
It is then best to explore rather than to wait for 
advanced signs such as loss of liver dullnéss, free 
fluid in the abdomen, and general peritonitis. 

In cases of cholecystitis there is often a history 
pointing to gall-stones, which sometimes is associated 
with jaundice, pain in the right hypochondrium 
radiating to the scapular region, vomiting, a rise in 
the temperature, acceleration of the pulse, chills, 
and muscular rigidity high on the right side. If all 
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these are present, a positive diagnosis can be made 
and operation is indicated to save life. 

Torsion of the pedicle of a tumor or organ causes 
immediate interference with the circulation in the 
attached structure. This may occur in an ovarian 
cyst, pedunculated fibroid, floating kidney, or 
wandering spleen. The usual symptoms of an 
acute abdomen are present and the tumor or organ 
is generally palpable. 

Acute hemorrhagic pancreatitis is usually due to 
rapid infection by way of the duct or blood stream. 
As a rule the patient is disabled shortly after the on- 
set of symptoms because of shock caused by hemor- 
‘ rhage into the pancreatic tissue. Cyanosis of the 
face and extremities and marked dyspnoea are prom- 
inent features characteristic of this type of acute 
abdomen. Loewe’s adrenalin test may help. Ab- 
dominal exploration should not be delayed as this 
is the only means of saving life. 

Intestinal, renal, and biliary colic may give ex- 
treme pain and distress. These are differentiated 
from the other acute conditions by the fact that the 
symptoms are not so severe and the pain is relieved 
by pressure. If the pain is increased by pressure 
it is best to regard the condition as a menace to life 
and treat it accordingly. 

In the diagnosis of poisoning the history is the 
chief aid. MERLE R. Hoon, M.D. 


Salzer, M.: A New Diagnostic Sign in Acute In- 
flammatory Conditions of the Abdomen. 
J. Am. M. Ass., 1921, \xxvi, 1498. 


The accurate diagnosis of acute inflammatory 
conditions of the abdomen presents such great 
difficulties at times that the surgeon is at a loss 
where to make his incision. This frequently necessi- 
tates handling an appendix through what was 
originally a gall-bladder incision, and a gall- 
bladder through what was originally an appendix 
incision. 

The author mentions a sign brought to his atten- 
tion about four years ago which he believes makes 
for more accurate localization of the seat of trouble. 
At the time he first noted it he was called upon to 
give the anesthetic for a case in which two intern- 


ists had made a diagnosis of acute appendicitis - 


with possible abscess. The entire right side of the 
abdomen was rigid, painful, and tender on palpa- 
tion. The leucocyte count was high and the patient’s 
condition poor. The consulting surgeon was inclined 
to regard the condition as an acute gall-bladder 
infection. 

The anesthetic was nitrous oxide-oxygen. Before 
the patient was completely anesthetized the sur- 
geon decided to make another examination. He 
first made pressure over McBurney’s point and 
there was no response. As soon as he pressed over 
the gall-bladder region, however, there was a dis- 
tinct catch in the respiration, some local resistance, 
some contraction of the eyelids, and other evidences 
of pain. In the examination of other parts of the 
abdomen no such response was elicited. 
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The incision was made over the gall-bladder 
region and a moderately distended gall-bladder 
which was suppurating was delivered. The appendix 
was found to be perfectly normal. 

All subsequent acute abdominal cases were exam- 
ined with the patient partially anesthetized and in 
several hundred instances the sign described was 
found to be most reliable. The catch in the respira- 
tion was the constant part of the sign. The author 
states that although nitrous oxide-oxygen anzs- 
thesia was used in the majority of the cases, the 
sign holds good when ether is employed. 

G. Haven Mankrn, M.D. 


Maylard, A. E.: Abdominal Pain: Its Mechanism 
and Clinical Significance. Brit. M. J., 1921, i. 
731. 

The subject of reflex abdominal pain is discussed 
and it is urged that the final distribution of the 
spinal nerves and their communications be studied 
in order that a full understanding of this important 
diagnostic aid may be obtained. Pain in the epi- 
gastrium and scapular regions in chronic gastric 
ulcer is explained by the communication between 
the sixth intercostals and the splanchnics through 
sympathetic ganglia, the splanchnics conveying 
impulses from the solar and coeliac plexus. Pain 
in the shoulder in cases of gall-stones is attributed 
to the connection between the hepatic plexus, the 
phrenic ganglion, and the phrenic nerve which con- 
nects the phrenic ganglion with the fourth cervical 
root. 

By excitation of the fifth to the ninth roots, which 
sends impulses traveling up the large splanchnics 
from the solar plexus by way of the aortic and in- 
ferior mesenteric plexus, pain in early appendicitis 
may be referred to the epigastric and umbilical 
areas. The localized pain which comes later is 
probably due to inflammation of the parietal peri- 
toneum. 

Abdominal pain may be caused also by undue 
excitation of the posterior horn cells, as in tabes 
dorsalis, or by stimulation of the spinal afferent 
nerve in any part of its course, as in pleuropneumo- 
nia and tuberculous caries. 

A case of appendicitis is cited in which it was 
thought that stimulation of the phrenic nerve by 
a subdiaphragmatic peritonitis extending upward 
from the diseased appendix caused pain over the 
right shoulder the most prominent symptom. 

No explanation is given of the character of pain, 
except that the type known as intermittent colic is 
peristaltic in origin. 

The degree or severity of pain depends largely 
on the patient’s toleration. It may be influenced 
also by the excitability of the cells. The latter may 
vary in certain states as in fever or anemia. May- 
lard believes that hypersusceptibility of cells on the 
side opposite that of the lesion may account for 
the occurrence of the renorenal reflex. Increased 
excitability of contiguous cells may account for 
diffuse pain. J. W. Ross, M.D. 
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Slesinger, E. G.: Two Unusual Cases of Abdom- 
inal Tuberculosis. Brit. M.J., 1921, i, 703. 

The author reports two cases of abdominal tuber- 
culosis which were unusual on account of the diffi- 
culties in the diagnosis and the rarity of mesenteric 
abscess at the ages at which it occurred in these 
instances. 

CasE 1. An infant, aged 5 months, had been ill 
for ten days with diarrhoea; the stools were green 
and foul, but did not contain blood. The child had 
vomited four times before it was brought to the 
hospital. The pulse was feeble, 160, and the tem- 
perature 102 degrees F. The abdomen was tensely 
distended. The condition was diagnosed as pneumo- 
coccal peritonitis and a laparotomy was performed 
under spinal anesthesia. A general peritonitis with 
perforation of the bowel and a mesenteric abscess 
not associated with the perforation were found. 
Autopsy the next day showed extensive tuberculous 
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ulceration of the small intestine with perforation of 
one ulcer and a mesenteric abscess in relation to a 
ruptured tuberculous caseating gland. 

CasE 2. A man, aged 34, had complained of 
pain in the iliac fossa for three weeks and extreme 
cofhstipation without vomiting. The pulse rate was 
100 and the temperature 99.4 degrees F. The abdo- 
men was distended and tender over the left iliac 
fossa and a firm, easily movable tumor was pal- 
pated. The condition was diagnosed as Meckel’s 
diverticulum. Laparotomy disclosed an abscess in 
the left iliac fossa bounded by the mesentery and 
bowel, from the wall of which part of a semicalcare- 
ous gland was removed. The appendix, which was 
attached to the mass at the tip, was excised and a 
well-formed Meckel’s diverticulum was separated ' 
from the loop of intestine. Following drainage of 
the cavity the patient made an uninterrupted 
recovery. R. W. Nicuots, M.D. 
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DISEASES OF THE BONES, JOINTS, MUSCLES, 
TENDONS, ETC. 


Wells, H. G.: The Relation of Multiple Vascular 
Tumors of Bone to Myeloma. Arch. Surg., 1921, 
ii, 435. 

A case of multiple bone tumors is described in 
which the gross appearance of the neoplasms at 
autopsy suggested the so-called hemorrhagic sar- 
comata or malignant haemangio-endotheliomata of 
bone as the bones were replaced by masses.of soft, 
red, jelly-like tissue. Microscopic study of the 
tumors showed that they consisted chiefly of wide 
blood channels lined with one or several layers of 
cuboidal cells separated by a small amount of very 
cellular oedematous connective tissue. In some 
places, however, they had broken through the bone 
into the adjacent tissue and where they were 
relieved from pressure were found to show the char- 
acteristics of multiple myelomata, despite the fact 
that intra-osseous tumors seldom show such a 
structure. 

This case illustrates the fact that multiple mye- 
lomata may undergo changes disguising their 
original character almost completely, if not com- 
pletely, and it is probable that many cases of vascu- 
lar bone tumors, especially those of multiple tumors, 
have really been cases of multiple myelomata almost 
entirely transformed through hemorrhagic necrosis. 
The following explanation is suggested for the 
occurrence of this transformation in bone tumors: 

Because of the strangling of the tumor growth 
by the unyielding bone shell, necrosis with subse- 
quent hemorrhage occurs within the growth. When 
the clot organizes it cannot shrink because of its 
attachment to the bone structure. As a result, 
the blood channels become enlarged, form the bulk 
of the tumor, and cause it to resemble a vascular 
tumor. 


Hobo, T.: The Pathogenesis of Acute Hzmato- 
genous Osteomyelitis with Regard to Vital 
Staining (Zur Pathogenese der akuten haematogenen 
Osteomyelitis, mit Beruecksichtigung der Vitalfaer- 
bungslehre). Acta schole med. univ. imp., Kioto, 
1921, iv, 1. 


Hobo studied the vascular system of the bones by 
means of vital staining with India ink and carmine. 
The arteries ascend to the epiphyseal cartilage where 
they pass into the dilated venous capillaries which 
arch over and descend. As the arteries and arterial 
capillaries are much smaller in caliber than the 
veins and venous capillaries, the venous circula- 
tion is very slow. Where the circulation is slowed 
at its passage from the arterial capillaries into the 
venous capillaries the deposition of bacteria is 
favored. This occurs especially at the beginning of 
the epiphyseal cartilage where the vessels arch as 
at this point there is considerable dilation of the 
capillaries. 

Bacteria or other substances entering the circu- 
lation are deposited chiefly in the liver, spleen, and 
bone marrow. They are deposited throughout the 
marrow of the bones as well as at the metaphysis, 
but in the marrow they are destroyed by the capil- 
lary endothelium and absorbed. The leucocytes, 
marrow cells, and reticulum cells also take part in 
their destruction. In the marrow it is difficult for a 
suppurative process to become established, but in 
the metaphysis it is difficult for the leucocytes to 
assemble to overcome an infection. 

The apex of the marrow canal is surrounded by 
cartilage and bone. There is little tissue reaction 
and no sign of leucocytic infiltration to overcome 
the infection. As the bacteria grow and increase, 
they destroy the capillary walls and come into 
direct contact with the epiphyseal cartilage where 
they -find a favorable soi! for development. The 
presence of bacteria in the epiphyseal cartilage, 
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therefore, is generally the starting point for osteo- 
myelitic infection. 
Three plates showing histologic pictures of bone 
and a bibliography of thirty-eight titles are given. 
A. G. Morcan, M D. 


Tuberculosis of Bone: Results of a 
Arch, Surg., 1921, ii, 593. 


Allison, N.: 
Study. 

This article is the report of a pathologic study of 
50 cases of bone and joint tuberculosis. All cases 
in which there was any doubt regarding the diagno- 
sis were eliminated. The localization of the infec- 
tion was as follows: spine, 3 cases; hip, 8; knee, 
16; shoulders, 6; ankle and tarsus, 5; wrist, 1; el- 
bow, 2; trochanter major, 1; trochanter minor, 1: 
tibia, 2; ulna, 1; humerus, 1; sternum, 1; malar 
bone, 1; rib, 1. The atypical localization in 
several cases might surprise one who had the 
conventional idea that the disease occurs only at 
certain points. 

In most of the cases studied the joints were in- 
volved and in every case there was involvement of 
bone. The author is led to the conclusion that the 
disease is primarily a disease of the bone. Although 
it is not certain where the original infection occurred 
in all of the cases reviewed, it is certain that the 
bone became the chief seat of the process. No evi- 
dence was found of primary synovial involvement 
and no case of pure tuberculous synovitis. There 
was abundant evidence, however, to show that a 
primary focus in the bone progresses to the joint and 
extra-articular tissues. 

Forty-one of the 50 cases are grouped as cases of 
bone tuberculosis with joint involvement. The 
structures involved were the cancellous portion of 
the bone, the articular cartilage, the synovia, and 
the joint capsule and ligaments. A typical case is 
as follows: 

A diagnosis of tuberculosis of the shoulder was 
made on clinical findings and the head of the humer- 
us was excised. Microscopically it showed extensive 
erosion of the cartilage at the margin and a deep 
depression at the center of the surface. This resem- 
bled a pure tuberculous synovitis, but when the de- 
calcified head was sectioned, the primary focus was 
found in the center of the spongy bone with evidence 
of a break through to the cartilage surface. Micro- 
scopic examination showed also that the process 
was of the infiltrating type. There was very little 
fibrous reaction, a fact which indicated that the 
marrow had no resistance. The various processes 
here observed, which made up the typical picture 
of bone tuberculosis with joint involvement, were: 
(1) tubercle formation, (2) caseation, (3) atrophic 
changes, (4) cartilage destruction, (5) infiltration 
changes, (6) synovial tuberculosis, (7) practically 
no effort at repair. 

Eleven other cases of this group are described 
and the conclusion is reached that “bone tuberculo- 
sis has its origin, in the great majority of instances, 
in the cancellous bone, and its extension to the neigh- 
boring tissues with their individual characteristics 
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of reaction to infection explains the various types 
of the disease.” 

The cases comprising the second group, cases of 
bone tuberculosis without joint involvement, are 
regarded as atypical tuberculous lesions. This form 
is uncommon, at least in America. A representative 
case of this type was the following: 

A child 5 years of age exhibited lesions in the right 
and left ulna and left tibia resembling chronic 
pyogenic gsteomyelitis. The Wassermann test was 
negative. The tuberculin test was positive. One or 
two small white bodies resembling tubercles were 
found in tissue from the medullary cavity. Micro- 
scopic examination showed caseating granulation 
tissue surrounding necrotic trabecule and rapidly 
proliferating new bone near the mass of granulations. 
There was also subperiosteal new bone formation. 
One specimen showed a tuberculous focus in the 
compact bone of the shaft, and another, tuberculo- 
sis of the periosteum with new bone growth. Al- 
though some of the process was distinctly of the 
— type, the destructive type predomi- 
nated. 

It is confusing to describe bone tuberculosis and 
joint tuberculosis separately. Both are the same 
process, the variations being due to the character 
of the tissues infected. The author suggests that, in 
teaching, the occurrence of tuberculosis in the shafts 
of bones be given more attention than is usually 
devoted to it. W. A. Crark, M.D. 


Fisher, A. G. T.: Loose Bodies in Joints. 
1921, cc, 839. 

The.author divides loose joint bodies of cartilage 
and bone into three groups: (1) those occurring in 
connection with a general pathologic process such 
as osteo-arthritis, tabes, tuberculosis, or acute 
infectious arthritis; (2) those occurring in other- 
wise normal joints; and (3) synovial chondromata. 

In osteo-arthritis the loose body is usually a 
cletached osteophyte. As a rule there is only one 
body, but others derived from the synovial fringes 
may also be present. The loose body may be com- 
pletely detached or adherent by a pedicle to the 
joint margin. It is pyriform in shape with the 
pointed extremity less thickly covered with cartilage. 
The peripheral zone consists of fibrocartilage with a 
few uniformly distributed cells. The fibrocartilage 
is surrounded by fibrous tissue showing flattened 
cells, the perichondrium. The cells of the bone in 
the center are dead and the lacune empty. . 

Epi-articular ecchondroses may have their origin 
in local hyperplasia from the cartilage covering 
normal bone. In tabes the bodies are large and 
bone is formed in the planes of connective tissue 
between the capsule and the synovial membrane. 
Loose bodies are rarely formed in cases of tubercu- 
losis. They are slow to develop and are wedge- 
shaped because of interference with the circulation. 
In the knee they are derived from the femoral sur- 
face. In cases of acute arthritis they vary in size 
from flakes of cartilage to bony sequestra. When 
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the epiphysis is intracapsular they may occur as 
the whole articular end of the bone. 

The type of loose body found in normal joints is 
most often seen in males between 15 and 25 years. 
The knee is most commonly affected; next in order 
of frequence are the elbow, the shoulder, the hip, 
the ankle, and the wrist. The classical form of loose 
body is circular or oval, the size of an almond, with 
a rough plane surface and a smooth convex surface. 
The body is usually single and may be free or 
adherent. The condition may be bilateral, and in 
most cases there is a history of trauma. 

When a loose body has been detached recently 
microscopic examination shows the cartilage and 
bone to be living. When less recently detached the 
bone cells are dead, but the cartilage usually shows 
marked proliferative changes. If the detachment 
is incomplete or if secondary adhesions have 
formed, new bone may develop. Cases in each 
group and examples of loose bodies following direct 
and indirect trauma are cited. 

Loose bodies may be derived also from the inter- 
articular fibrocartilage, usually from the anterior 
end of the internal cartilage of the knee. In one 
case the body originated: in the epiphysis of the 
external condyle of the humerus. 

The synovial chondromata are intimately con- 
nected with neoplasms. They originate from the 
cartilage cells in the synovial villi. 

Deductions as to the mode of origin of these 
bodies are drawn from the pathologic, clinical, and 
experimental data. These all tend to show that 
trauma is the exciting cause. The interval between 
the time of injury and the onset of symptoms may 
be explained in many instances by the incomplete 
detachment of the body or its subsequent attach- 
ment elsewhere. It is only when it is free to 
impinge between the joint surfaces that the typical 
symptoms of pain and locking are produced. 

In experiments on rabbits in which an artificial 
loose body was formed and left in the joint for five 
weeks, examination at the end of that time showed 
the cartilage to be healthy but that many of the 
bone cells had died after the detachment. The 
resemblance between the body in this experiment 
to the loose bodies found in clinical cases of the 
condition known as osteochondritis is such as to 
suggest that in the latter the bone cells die only 
after detachment. 

Cartilage cells in nearly all cases retain their 
vitality. The bone cells, when separated from their 
blood supply, do not. The author suggests the 
advantage of preserving the periosteum and 
perichondrium in bone grafting as an aid to the 
establishment of vascular connection. 

The treatment indicated in all cases is removal 
of the body. The prognosis is good in the young and 
middle-aged when the joint is otherwise normal. 
In chondromatosis the results are good unless the 
condition is progressive. Wide incisions are ad- 
vised in order to allow exploration of the joints. 

J. I. Mircnett, M.D. 


Krogius, A.: The Pathogenesis of Dupuytren’s 
Contracture of the Fingers (Studien und Be- 
trachtungen yeber die Pathogenese der Dupuy- 
trenschen Fingercontractur). Finska lack-saellsk. 
handl., 1920, \xii, 489. 


From a_ study of the material of the Surgical 
Hospital of Helsingfors for the years 1888 to 1920 
Krogius came to conclusions somewhat different 
from those generally accepted. Among his 22 
patients he found the condition beginning in the 
second decade of life in 2, in the third decade in 6, in 
the fifth decade in 4, and after the fifth decade in 6. 
Eighteen of the patients were males, and 4 were 
females. Three of the latter were young girls in 
whom the condition was bilateral. 

Krogius has discovered one family in which a 
man with Dupuytren’s contracture had 15 descen- 
dants with the same condition. Kajava found flexor 
brevis muscles of the hand in mammals, a fact 
which suggested to the author that contraction of 
the palmar fascia might be due to degenerated 
remains of anlages of such muscles. According to 
Kajava, these muscles are present more on the 
radial side in the lower mammals, but in the higher 
mammals they are found exclusively in the fifth or 
the fourth and fifth fingers. Graefenberg found in a 
human embryo the anlage of such a flexor brevis 
muscle which later blended with that of the flexor 
digitorum sublimis. 

The palmaris brevis muscle, which is innervated 
by the ulnar nerve, arises, according to Kajava, 
from remnants of these flexor brevis muscles of the 
hand. In histologic specimens of palmar fascia of 
the new-born Krogius found in the connective tissue 
islands of striated muscle tissue which evidently 
change later into connective tissue. 

The palmaris brevis is inserted by means of ten- 
don fibers into the skin; similar fibers pass from the 
palmar fascia to the skin. 

Krogius examined 13 specimens of Dupuytren’s 
contraction microscopically. In none of them was 
there any small-cell infiltration or sign of inflamma- 
tion. In old cases he noted only connective tissue 
poor in cells. The latter were arranged like those 
in the connective-tissue cords of the sternocleido- 
mastoid in wry-neck. In recent cases he found 
tissue rich in cells with large nuclei. In specimens 
of different ages it can readily be seen how the 
tissue becomes poorer in cells as it grows older and 
the connective tissue bands become denser. 

Krogius believes that the tissue rich in cells is 
embryonic, fundamental tissue which normally 
would have formed muscle or tendon tissue. In 
his opinion the only cause of Dupuytren’s contrac- 
tion is an embryonic anlage. Port (Z). 


FRACTURES AND DISLOCATIONS 
Enloe, N. T.: Plaster-Cast Immobilization of 
Fractures Prior to Open Operation For Their 
Reduction. California State J. M., 1921, xix, 199. 
The author states that while many fractures 
reduced by open operation cannot be held in proper 
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position during the application of the plaster cast 
unless they are held together by some foreign mate- 
‘rial, they will usually remain in: position without 
the introduction of foreign materials if the opera- 
tion is performed through a window of an already 
hardened cast. 

In the method suggested the site of the fracture 
is held firmly after exposure by a cast extending 
above and below the nearest joints. The window 
in the cast is cut sufficiently large for freedom in 
operating. The ends of the fragments can be easily 
manipulated by the use of forceps and by manipu- 
lation of the limb above and below the cast. There 
is little danger of injury to the soft tissues. The 
cast should be applied several days previous to the 
operation in order that the patient may become 
accustomed to it. Another advantage of the 
method is that the field can be maintained sterile 
and surgically clean with greater ease than is the 
case when other methods are used. 

The author describes the technique employed in 
preparing the field of operation. Soap and water 
are used first, and then gauze saturated with com- 
pound tincture of benzoin. Following this, first 
sheet cotton, and then the cast is applied. 

On the morning of the operation the window is 
removed, a dental rubber dam is tucked around 
the edges, and the field of operation is treated with 
tincture of iodine and alcohol. After the operation 
tincture of iodine is again applied and a dressing of 
compound tincture of benzoin is left on for ten 
days. 

The author summarizes the advantages of the 
method described as follows: (1) it permits easy 
reduction during the operation, (2) the danger of 
wounding the soft tissues is eliminated, (3) the 
introduction of foreign materials is rendered unneces- 
sary, (4) slipping of the dressings over the field of 
operation is greatly diminished, and (5) postopera- 
tive comfort is assured. F. G. Murpuy, M.D. 


Boss, W.: The Treatment of Presternal Disloca- 
tion of the Clavicle (Die Luxatio claviculae 
praesternalis und ihre Therapie bei einmaligem und 
chronisch wirkendem Trauma). Beitr. z. klin. Chir, 
1921, Cxxi, 679. 

Dislocations of the clavicle are comparatively 
rare. The most frequent form is the presternal dis- 
location. This occurs usually in children or in men 
of middle age. It is generally caused by sudden 
trauma but in five cases was due to chronic trauma. 

The nature of the symptoms depends upon 
the cause. Cases due to sudden violence are char- 
acterized by severe local pain on pressure, a 
copious effusion of blood, and considerable interfer- 
ence with the movement of the shoulder. In 
those in which the condition comes on gradually 
as the result of chronic trauma there is little or no 
pain, no effusion of blood, and little or no interference 
with the motion of the arm. Secondarily there are 
symptoms due to injury of the nerve plexus which 
demand operation. 
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Dislocation from chronic trauma occurs only in 
young persons because in such cases the elasticity of 
the joint ligaments is slight and they are over- 
distended and torn by the persistent striking of the 
bone with great force on a definite point in the joint 
capsule. 

Conservative treatment is not adequate. Of the 
operative methods that of Koenig and Meyer is 
best. This was modified to advantage in a case 
described by Gottstein. Gottstein took the flap 
of periosteum which is designed to hold the clavicle 
in place from the clavicle instead of the sternum 
and to secure greater firmness placed a silk but- 
ton suture between the sternal and clavicular por- 
tion of the pectoralis major and the aponeurosis of 
the sternocleidomastoid. The result was very good. 
Three case histories and the descriptions of two op- 
erations are given. Sion (Z). 


Séjournet, P.: An Apparatus for the Treatment 
of Fracture of the Humerus Which Does Not 
Interfere with the Mobility of the Elbow and 
Shoulder Joints (Un appareil pour fractures de 
Vhumérus assurant la mobilité du coude et de 
V’épaule). Rev. de chir., Par., 1921, xl, 73. 


The appliance described consists of an aluminum 
framework of three splints with circles to be clasped 
around the arm above and below the fracture and a 
crutch-head shaped to fit into the apex of the axilla 
and pass around and rest against the posterior sur- 
face of the scapula. The crutch-head is attached 
with a movable joint to allow normal movement of 
the shoulder. As the lower end of the splint comes 
just above the elbow, both the elbow and shoulder 
are free. Rubber strips permit the application of 
weights for counter-extension, and when the device 
is in place the arm is surrounded by a sheath of 
metal and rubber which adapts itself automatically 
to the size of the arm as the swelling subsides. 

Numerous illustrations of the splint and its method 
of application are given. The author has used it in 
32 cases with excellent results. The histories of 
these cases are given. The special advantage of the 
device is that it permits early exercise of the muscles 
and joints which is known to be of great importance 
in bone repair. The prolonged after-treatment of 
the muscles required following ordinary fracture 
treatment is unnecessary. In the cases reported 
consolidation took place promptly even when 
there was reason to fear that it might be slow 
on account of the great mobility of the fragments 
and the patient’s age. 

In 13 fractures of the upper end of the humerus 
the average time required for consolidation was 
twenty-four days, the maximum thirty-one days, 
the minimum nineteen days. In 19 fractures of the 
diaphysis the average time was thirty-two days, 
the maximum forty-eight days, and the minimum 
twenty-four days. Of course the patients should be 
carefully followed up and active moyements of the 
arm should be begun as soon as possible. Most of 
the author’s patients were able to resume their 
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work within a few days after the appliance was 
removed from the arm. A. G. Morecan, M.D. 


Peters, W.: The Typical Fracture of the Radius in 
Young Persons (Die “typische Radiusfraktur’ 
im jugendlichen Alter). Beiir. s. klin. Chir., 1921, 
439. 


While the typical cause of fracture of the lower 
end of the radius is a fall on the palmar side of the 
hand when it is flexed backward, there are a con 
siderable number of exceptions. The author had 
the opportunity to re-examine forty-six cases of 
fracture of the radius in young persons, some of 
which occurred as long as twelve years previously. 
Only eleven were displacements of the epiphysis. 
Often in connection with such displacements there 
were lines of fracture extending into the cartilage 
or fragments were broken off. In one case in which 
the epiphysis was loosened it was displaced toward 
the palmar side. This occurred in a fall on the hand 
when it was flexed toward the palm. In some cases 
the styloid process of the ulna had been broken off. 
In one case the epiphyses of both the bones of the 
forearm had been separated. 

By far the most frequent form of injury of the 
radius in the young is a transverse fracture above 
the epiphysis. In one case there was displacement 
of the epiphysis of the ulna toward the back of the 
hand. Besides transverse fractures there was more 
or less extensive fracturing of fragments from the 
outer and inner side of the diaphysis; fracture lines 
ran from the transverse fracture into the diaphysis 
or several fragments were broken from the latter. 
There were six cases of fissures. Fractures of the 
radius were never combined with fractures of the 
bones of the wrist or with a dislocation of the os 
lunatum. 

All of the cases had healed without any marked 
abnormalities of the bone, disturbance in growth, 
or limitation of function. In one case in which the 
accident had occurred two years previously maxi- 
mum movement was still accompanied by pain, and 
in several cases the flexor tendons were fixed as a 
result of connective-tissue contraction of the tendon 
sheaths from long-continued effusion. Even in 
these cases, however, there was no pronounced 
atrophy of the muscles of the forearm or hand. 
Arthritis deformans of the wrist joint was not noted 
in any instance. The oldest patient examined was 
26 years of age. Smmcn (Z). 


Strube, W.: Dislocations of the Fingers at the 
Me:acarpophalangeal Joints and of the Toes 
at the Metatarsophalangeal Joints (Ueber 
Fingerluxationen im Metacarpophalangealgelenk 
und Zehenluxationenim Metatarsophalangealgelenk). 
Beitr. z. klin. Chir., 1920, cxx, 646. 


Dislocations of the fingers at the metacarpophalan- 
geal joints are unusual. The thumb is most fre- 
quently involved, then the index finger, the little 
finger, the middle finger, and the fourth finger. 
Still more unusual are dislocations of several fingers 
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at the same time. Dorsal dislocations are less un- 
common. These are generally caused by a fall on 
the outstretched hand; more rarely, by direct vio- 
lence. There is anterior dislocation only when 
direct violence forces the finger to the volar side. 

Metacarpophalangeal dislocations may be caused 
also by traction from scars. The diagnosis and re- 
placement are generally easy, but occasionally reposi- 
tion is rendered more difficult by the interposition 
of a piece of capsule, a joint ligament, or a flexor 
tendon. In some cases operative reposition is neces- 
sary. Dislocations of the toes are more rare than 
dislocations of the fingers, but more frequently 
compound and combined with fractures than those 
of the fingers. Strube describes the following cases: 

Case 1 was that of a 28-year-old criminal. In 
attempting to get away from his pursuers he fell from 
the third story of a building on his feet and then 
fell backward on his outstretched hand, suffering a 
transverse wound of the palm with backward luxa- 
tion of the second, third, and fourth fingers at the 
metacarpophalangeal joint. Reposition and suture 
were followed by healing by first intention. 

Case 2 was a palmar dislocation of the right mid- 
dle finger of a 68-year-old woman from an unknown 
cause. As there was free movement of the finger, 
reposition not attempted. 

In Case 3 an injury to the foot in a street railway 
accident was associated with injuries of the soft 
parts and tendons, fracture of the tarsal and 
metatarsal bones, and dislocation of the first to the 
fifth toes at the metatarsophalangeal joints. 

Case 4 was a case of fracture of all five metatarsals 
and dislocation of the little toe due to a street rail- 
way accident. (Z). 


Shoemaker, J.: The Treatment of Long-Standing 
Dislocations of the Hip. Surg., Gynec. & Obst., 
1921, Xxxii, 461. 

The author reports two cases. The first was that 
of a young woman, 23 years of age, who gave a his- 
tory of a severe illness in her tenth year of age which 
was followed by lameness in the left leg. The lame- 
ness had continued to grow worse until the present 
time. Physical examination showed shortening of 
the left leg, the top of the left trochanter being 6 
cm. above Nélaton’s line. The X-ray revealed 
a dorsal dislocation of the femur. ' 

Reduction of the dislocation was attempted and 
the leg placed in extension for two weeks with a 
6 kgm. weight. Later a Lorenz traction apparatus 
was applied. When the traction apparatus was 
loosened strong abduction was made to stretch the 
adductors and the limb was again extended to repeat 
the extension. The thigh was then abducted very 
strongly so that the knee was flat on the table. 
The head of the femur was thus passed to the front. 
When the limb was brought toward the midline, 
the head slipped into its original poster or disloca- 
tion position instead of the acetabulum. The 
manceuvre was therefore repeated and the limb 
held in abduction in a plaster of Paris cast. On pal- 
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pation the head of the femur appeared to be directly 
over the acetabulum. Six weeks later an X-ray 
showed it within the acetabulum. The limb was 
brought down into slight abduction and a second 
cast applied. On the removal of the cast at the end 
of six weeks the hip was found to be normal and the 
patient was able to walk without a limp. 

The second case was that of a man aged 61 who 
was suffering from a recent traumatic obturator 
dislocation on the left side and a posterior disloca- 
tion of the hip on the right side. The dislocation 
of the left hip was reduced without difficulty. One 
day later the right trochanter was 4 cm. above 
Nélaton’s line. Manipulation caused little pain. 
The X-ray showed a flattened acetabulum. An 
attempt at reduction under an anesthetic failed. 
The patient trained himself to walk but had a 
decided limp. He left the hospital in two weeks. 
Two months later he re-entered the hospital with 
increased pain and lameness. The manoeuvre used 
in the previous case was then carried out. The limb 
was abducted and held in position with a plaster of 
Paris cast. The X-ray showed the head on the 
acetabulum. Several casts were applied with grad- 
ual decrease of the abduction. One month later the 
patient left the hospital walking normally. 

The author cites several cases of reduction of 
dislocation of the hip of long standing and questions 
the advisability of open operation when it cannot 
be effected. in the usual way. He states that the 
technique should be modified according to the con- 
ditions found. When in a case of old dislocation 
the X-ray shows normal proportions between the 
head and the acetabulum, the usual method of 
reducing the dislocation should be tried first. If 
this fails, the head should be brought to the entrance 
of the acetabulum with the limb placed in complete 
abduction after complete flexion. The thigh must 
be at right angles to the axis of the body, on a level 
with the symphysis. The manceuvre used in Case 1 
should be repeated several times and the leg placed 
in a position of abduction with the head over the 
acetabulum. The limb should be then fixed in a 
plaster of Paris cast. The cast should be left on 
for a fortnight and the patient then encouraged to 
bring the leg back to the normal position. If the 
X-ray shows the head in the acetabulum the patient 


should be encouraged to walk. The author believes * 


that all old dislocations should be reduced in this 
manner. Frank G. Murpuy, M.D. 


Gaugele, K.: The Importance of Avoiding Injury 
to the Adductors in Treating Congenital Dis- 
location of the Hip (Schonet die Adductoren! 
Beitrag zur Einrenkung der angeborenen Hueft- 
gelenksverrenkung). Ztschr. f. orthop. Chir., 1920, 
xl, 289. 

For years Gaugele has observed that when the 
adductors are very much injured during reposition 
the result is by no means ideal. He therefore made 
a special study of the importance of such injury. 
He refers to the work of Roith who includes in the 
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adductor group the semitendinosus, the semimem- 
branosus, the biceps, and the quadriceps femoris in 
addition to the adductors so-called and regards the 
adductor group as opposed to the abductor group 
including the glutei, rectus, sartorius, and tensor 
fascie late. He gives a tabulated statement of the 
action of the individual members of the adductor 
group in their réle as adductors, flexors, and exten- 
sors of the hip and as adductors, abductors, and 
flexors of the leg. 

The muscles most apt to be injured are, first, the 
gracilis, then the adductors longus, brevis, magnus, 
and minimus, which in extreme abduction may be 
torn entirely in two. The site of the tear is indi- 
cated by a marked depression. The functional 
results of injury to the adductors are slight abduc- 
tion and flexure of the hip with a greater or less 
degree of abduction of the leg, decreased power and 
fatigue on slight exertion, especially walking up-hill, 
and instability of the joint with abduction to an 
abnormal extent. 

The author discusses his cases for the year 1919. 
In 45 cases there were 64 dislocated hips. In 33 - 
cases (52 per cent) he succeeded in reducing the dis- 
location without injury of the adductors, and in 22 
per cent with only slight injury. In 26 per cent there 
was considerable injury, but most of these were 
the cases of older children with an extreme degree 
of dislocation. Nine of the children were over 6 
years of age. 

Gaugele therefore states that reposition can be 
accomplished in most instances without injury of 
the adductors. Overextension for the sake of attain- 
ing primary stability should be avoided. If the 
proper technique is used in bandaging there is no 
danger of posterior reluxation. In the cases of older 
children reposition over the posterior upper and 
posterior lower edge of the acetabulum is recom- 
mended. If injury of the adductors has occurred, 
it can be overcome by the use of a dislocation 
bandage which the author describes, and by instruct- 
ing the parent to make daily movements of adduc- 
tion with the limb. Juenciinc (Z). 


Rubeli, H.: Fractures of the Neck of the Femur, 
Especially Intratrochanteric Fracture of the 
Neck of the Femur (Beitrag zur Kenntniss der 
Schenkelhalsfrakturen, speziell der Fractura colli 
femoris endotrochanterica). Arch. f. klin. Chir.. 
1921, Cxv, 388. 

The author adds a new group to the classification 
of fractures of the neck of the femur as given by 
Kocher which he calls ‘‘fractura colli femoris endo- 
trochanterica,’’ meaning a fracture within the mass 
of the trochanter running in several different planes. 
As a rule one limb of it passes through the inter- 
trochanteric line, while others run either below the 
trochanter major or between the trochanters, often 
breaking off the whole intertrochanteric crest. He 
gives the following classification: 

True fractures of the neck: (1) fractura colli sub- 
capitalis; (2) fractura colli intertrochanterica. 
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Fracture of the neck in the widest sense: (1) frac- 
tura colli diatrochanterica (formerly petrotrochan- 
terica); (2) fractura colli endotrochanterica; (3) 
fractura colli subtrochanterica; (4) combined forms; 
(5) fracture of the trochanter major alone; (6) frac- 
ture of the trochanter minor alone. 

The statistical material from the Berne clinic from 
1896 to 1917 Showed that the average age incidence 
of fracture of the neck of the femur was 
60 to 70 years in women and 40 to 50 years in men. 
Only in subcapital fracture was the average higher 
for men, 50 to 60 years. 

The most frequent form of fracture is the in- 
tratrochanteric in men, and the subcapital in 
women. The pure diatrochanteric is the rarest form 
of fracture of the neck of the femur. The combina- 
tion forms are rare in comparison with the intra- 
trochanteric form. It is only exceptionally that 
intertrochanteric fracture is not impacted. Adduc- 
tion seems to be the most frequent position in both 
intertrochanteric and intratrochanteric fracture. 

Operation is indicated in all cases of subcapital 
fracture without consolidation if the condition of the 
patient permits. The upper fragment should be 
removed and the neck reshaped to form a new head. 
If this is not possible because of the age of the fracture 
or the patient’s poor general condition, the head may 
be fixed to the lower fragment with nails. 

Extension treatment is indicated in impacted 
fracture. After excision of the head there was anky- 
losis of the hip joint in the cases reviewed. In cases 
treated with nails the function of the joint was pre- 
served. In all other forms extension treatment is 
indicated. If function is interfered with by extra- 
capsular callus normal movement can be restored by 
removing the callus. RAEscCHKE (Z). 


Hohlbaum, J.: The Etiology of Dislocation of the 
Patella (Ueber die Aetiologie der Patellar-Luxa- 
tion; ein Beitrag zur Entwicklung der unteren Ex- 
tremitaet, ihrer Difformitaeten und Gelenke). 
Beitr. s. klin. Chir., 1920, cxxi, 1. 


Hohlbaum gives a critical discussion of the views 
of different authors as to the etiology of dislocation 
of the patella. At present it is very generally be- 
lieved that this dislocation is the result of a congeni- 
tal predispostion which may be manifested in three 
different ways: 

1. There may be an embryological defect as a re- 
sult of which the patella develops at the wrong place 
and is abnormally small. 

2. The lower end of the femur may not turn 
inward sufficiently. 

3. The outward pull exerted by the quadriceps 
tendon may be too strong because of predominance 
of the vastus lateralis. 

Some authors think that all three of the factors 
mentioned enter into the causation of the condition. 
Hohlbaum discusses the individual theories in detail. 
On the basis of a study of the foetus he has come to a 
conclusion quite different from that of Huebscher 
and Dreesmann who ascribe dislocation of the patella 
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to slight inward rotation of the lower end of the 
femur. Hohlbaum states that when the knee joint 
is flexed the femur is directed outward and the lower 
leg inward so that the medial condyle is directed for- 
ward and outward and the lateral condyle backward 
and inward, while the axis of the condyles runs ob- 
liquely outward and backward. 

This marked rotation in the flexed position of the 
knee joint, which he observed in a series of cases 
operated upon, must have an effect also on the liga- 
ments and tendons. The projection of the medial 
condyle exerts tension on the vastus medialis as 
well as the internal joint capsule and the ligaments of 
the medial side. The crucial ligaments also are 
stretched, while the vastus lateralis contracts and 
the patella is pulled outward by the quadriceps ten- 
don. Here are all the factors favoring dislocation. 

In a study of this rotation in the foetus it was 
found that when the femur is rotated in one direc- 
tion the bones of the leg are rotated in the opposite 
direction. Even when the ligaments are cut this 
remains true, a fact which would seem to indicate 
that the form of the joint rather than the action of 
the ligaments is responsible. The form of the human 
joint is congenital for in foetal life up to a certain 
period there is no muscle action upon it. 

The author describes this rotation and the part 
played in it by certain muscles of the upper and the 
lower part of the leg, and points out that when there 
is rotation in one direction of the femur there must 
necessarily be rotation in the opposite direction of 
the bones below the knee. This had been previously 
observed and described by Fischer. The antagonism 
is a factor in the development of the whole extremity. 

In the further course of his report the author dis- 
cusses theoretically the origin of the X- and O-leg 
in arthritis deformans and other deformities of the 
extremities and the joints. It is impossible to ab- 
stract the article briefly as a complete understanding 
of its details can be obtained only by reading it in its 
entirety. VorscCHUETz (Z). 


Von der Huetten, F.: The Treatment of Fractures 
of the Patella (Zur Behandlung der Kniescheiben- 
brueche). Beitr. z. klin. Chir., 1921, cxxi, 687. 


Riedel states that/the treatment of fractures of the 
patella will remain a debated question until a method 
has been devised by which solid healing of the frag- 
ments can be obtained without risk. The author 
adds that ideal treatment includes also the restor- 
ation of function. 

Anatomical studies have shown that the patella 
is to be regarded as a sesamoid bone inserted in the 
quadriceps tendon, that the middle fibers of the 
extensor muscle which pass over the patella and 
into the ligamentum patelle are only a part of the 
anterior musculature of the thigh, and that if their 
function is destroyed it can be compensated for by 
the lateral ligaments. Therefore the power of exten- 
sion is abolished only when the lateral ligaments are 
injured in addition Von der Huetten agrees with 
Schulze in dividing fractures of the patella into those 
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of the patella alone and those in which the patellar 
fracture is associated with rupture of the collateral 
ligaments. 

There are three methods of treatment: (1) con- 
servative treatment; (2) subcutaneous or percuta- 
neous suture; (3) open suture. The first is indicated 
only in the rather unusual fractures due to direct 
violence in which the power of extension is not 
destroyed and there can never be separation of the 
fragments. If there is dislocation of the fragments 
and more or less injury of the collateral ligaments, 
operative treatment is indicated as otherwise there 
is apt to be failure of union of the fragments on 
account of contraction of the extensor muscle, effu- 
sion of blood, and interposition of soft parts. More- 
over, re-fractureis often necessary after conservative 
treatment on account of connective-tissue union of 
the fragments. 

A study of the anatomical conditions shows that 
subcutaneous and percutaneous methods are not 
indicated. Of the open methods of operation the 
author prefers peri- and prepatellar suture, this pre- 
ference being based on fifteen years’ experience. 
Suture of the bone alone without suture of the col- 
lateral ligaments is not sufficient, but following bone 
suture combined with suture of the collateral liga- 
ments there are apt to be disturbances due to the 
wire sutures. These, of course, do not occur follow- 
ing simple peri- and prepatellar suture and the latter 
is quite sufficient. 

In cases of compound fracture the author waits 
for cicatrization of the external wound and then 
does a secondary suture. He advises against plastic 
operations, especially in simple fractures. Most of 
the patellar fractures in men are transverse fractures 
due to direct violence. Of 31 fractures 24 were trans- 
verse and 27 were caused by direct violence. 

Among the cases treated by the three operative 
methods mentioned the best results were obtained in 
those in which peri- and prepatellar suture was done. 
Active and passive movements should be begun two 
weeks after operation. After three weeks the patient 
gets up, and in the third or fourth week mechanical 
treatment is begun. In the cases of patients who 
have a claim for damages the author advises especially 
careful after-treatment and observation as such 
patients cannot be counted upon to give very active 
voluntary help in measures to restore their ability 
to work. HouMEIER. (Z). 


Ferron, J.: A Case of Old Fracture of the Ankle 
with Vicious Consolidation; Treatment by 
Resection of Both Malleoli and Astragalec- 
tomy (Note sur un cas de fracture ancienne du cou- 
de-pied vicieusement consolidée; double ostéoto- 
mie et astragalectomie). Rev. d’orthop., 1921, 
XXviil, 119. 

The author describes a case of fracture of the 
ankle which occurred Nov. 7, 1916, and which he 
operated upon Feb. 26, 1918. He gives illustrations 
and radiographs of the foot before and after opera- 
tion. There was pronounced valgus and equinus. 
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The foot extended in almost a straight line from the 
leg. The toes were flexed like a claw. The internal 
malleolus was as large as a hen’s egg. 

Roentgen examination showed fracture of both 
malleoli with displacement of the fragments. The 
astragalus was pushed upward between the tibia and 
the fibula so that there was considerable space 
between these bones, and the fibula seemed to have 
been driven downward into the body of the astraga- 
lus. There was newly formed bone in the space 
between the tibia and fibula and an extreme degree 
of displacement of the astragalus. The patient 
was unable to walk as there was no point of support 
for the weight of the body. 

Ferron describes his resection of the two malleoli 
and the astragalus in detail. Following this proced- 
ure he was able to correct the position of the foot. 
He then immobilized the foot in a position of flexion 
and slight varus. The toes were extended to a nor- 
mal position. A drain was left in for forty-eight 
hours. At the end of ninety days the patient was 
able to walk with canes with the foot in a normal 
position. A. G. Morean, M.D. 


Thomas, T. T.: A Method of Applying Extension 
with Plaster-Cast Fixation in Fractures of the 
Leg. Surg. Clin. N. Am., 1921, i, 207. 

Thomas’ experience is based on the treatment of 
fractures extending over many years, and the method 
he describes is one which has given him by far the 
most satisfactory results in conservative treatment. 
In fractures of the femur with overlapping the 
ordinary Buck’s extension has little or no correcting 
influence, while in overlapping fractures of the leg 
the fracture box has no effect at all. The author 
has also discarded the Hawley table as an instru- 
ment of reduction. The Thomas splint depends 
primarily on the Buck adhesive plaster method to 
regulate the traction. The ice-tong traction allows 
a more direct pull on the lower fragment. 

In the method the author proposes the traction 
is applied to the foot by means of a plaster cast. 
Pressure sores are prevented by heavy padding and 
by cutting away portions of the cast over the points 
of pressure. Essential and peculiar to the method 
is the use of an ordinary wooden splint and a metal 
piece which serves as a lever and fulcrum for the 
application of traction. For leg fractures the splint 
should be about 4 in. wide, 1 in. thick, and long 
enough to extend from 2 to 3 in. above the knee to 
about 18 in. below the foot. The excess of 18 in. 
below is to allow for the effect of the extension on 
the fracture during the application. When the neces- 
sary extension has been obtained the excess length 
is sawed off. 

The iron plate is the chief factor in the method. 
It is first applied to the plantar surface of the foot 
by means of plaster of Paris, care being taken to 
separate it from the foot by a sufficient amount of 
cotton. The purpose of the plate is to fix the leg 
in extension and, if necessary, to increase the exten- 
sion during the application of that part of the cast 
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which is to maintain the traction afterward and 
immobilize the fracture. It should be 2 in. wide, 
12 in. long, and % in. thick. Its lower end is 
extended into a point which catches firmly into 
the wooden splint and acts as a fulcrum to main- 
tain the traction while the fixing portion of the 
cast is being applied. After the metal plate is in, 
place the wooden splint is padded and fixed to the 
limb by means of a flannel bandage. Plaster of 
Paris is then applied from a point 5 or 6 in. above 
the upper end of the splint to just below the knee. 
When the plaster has sufficiently hardened the 
patient is anesthetized, traction is applied, and the 
cast is completed. The author discusses in detail 
the proper method of applying traction. He espe- 
cially emphasizes what he considers is the best 
method to complete the plaster cast in order to 
prevent annoying disturbances at a later period. 
He makes the necessary openings over the usual 
pressure points to minimize the pressure pain which 
the patient experiences when he becomes con- 
scious. 

War experience proved perhaps more than any- 
thing else the value of extension in fractures of long 
bones. The author believes that we are still not 
ready for a standardized method of treatment 
though he admits that the Thomas method ap- 
proaches the ideal. He believes that open reduc- 
tion and direct fixation of the fragments is only 
temporarily in eclipse and that operative inter- 
ference has its place and is indicated in certain types 
of fractures. He cites several cases of operative 
interference in his own experience and sums up his 
conclusions as follows: 

‘My present inclination is te favor this method 
(the splint and iron plate method) for non-operative 
correction of fractures of the shaft of the tibia with 
or without fracture of the fibula, and the Thomas 
splint and ice-tongs traction for the femur fractures, 
although I have a strong inclination toward the 
open method for clean-cut simple fractures in 
healthy young persons, particularly for fractures 
of the femur. There has gradually developed in the 
past two years and a half a confidence in the opera- 
tive technique and the avoidance of infection not 
unlike that which most of us feel concerning the 
danger of infection following operation on a clean 
case of appendicitis. It may prove later that this 
feeling of confidence is not justified, but so long as 
it lasts one is justified in trying to prove that it is 
justified.” 

The article is well illustrated with photographs 
showing the method of applying the traction splint 
and roentgenograms showing the results obtained. 

L. D. Prince, M.D. 


Painter, C. F.: Infraction of the Second Meta- 
tarsal Head. Boston M. & S.J., 1921, clxxxiv, 533. 


The author cites the case of a boy 17 years of age 
who injured his foot while sliding. A first-aid ban- 
dage was applied. The acute soreness subsided but 
discomfort over the second metatarsophalangeal 
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joint persisted for two months after the injury. 
Examination revealed slight swelling over the 
second metatarsal bone near the joint and tender- 
ness over the joint on pressure and manipulation. 

The X-ray showed separation of a thin sliver of 
the cartilage covering the distal articular end of the 
second metatarsal bone. There was slight capsu- 
lar thickening. The patient was advised to rest 
the foot for two weeks. At the end of that time 
the clinical and X-ray findings were the same. 
Operation was then performed. A dorsal incision 
exposing the joint revealed a piece of cartilage 
united to the metatarsal head by granulation 
tissue. The cartilage was removed and the end of 
the bone curetted. Convalescence was uneventful. 
Four months later the foot was symptomless. 

Case 2 was that of a boy of 13 who in November, 
1920, complained of persistent pain in the right 
foot. In an injury of the foot in July, 1920, a sud- 
den sharp pain was felt in the base of the second toe. 
At that time a diagnosis of fracture was made and 
the foot placed in a splint for six weeks. There 
was no relief of symptoms, however, even though 
the splint had been worn constantly since its 
application. The X-ray examination confirmed 
the diagnosis of fracture. 

At operation the heads of the metatarsal and 
adjacent joint were exposed through a dorsal inci- 
sion. A line of fracture was found to extend part 
way into the epiphysis and to include the whole 
cartilage of the joint. The whole fractured por- 
tion was removed and the wound closed. In two 
weeks the patient was able to walk with scarcely 
any limp and was improving daily. 

Case 3 was that of a woman 60 years of age who 
complained of pain in the second toe when she — 
walked. This had been present since she injured the 
toe three years previously. Examination showed a ~ 
hard swelling over the second toe which was tender 
to pressure and extended over the second metatar- 
sophalangeal joint. The X-ray examination showed 
both articular surfaces of the joint to be jagged 
and flared. The space between the bones was 
greater than normal. The joint was exposed through 
a dorsal incision. A loose piece of bone the size of 
a pea was removed and the articular surfaces were 
flattened. Several bone spicules were removed. 
Following this operation the patient continued to 
improve and at the end of a month had very little 
pain. F. G. Murpny, M.D. 


SURGERY OF THE BONES, JOINTS, MUSCLES, 
TENDONS, ETC. 


Wood, D.: The Closure of Septic Bone Cavities 
Following Gunshot Wounds by Muscle Flaps. 
Brit. J. Surg., 1921, viii, 460. 

The various methods of treating old discharging 
sinuses leading to cavities in bone are reviewed. 
The best method is that in which the cavity is filled 
with a pedunculated muscle flap. This can be done 
successfully even when the cavity is not absolutely 
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sterile as the muscle flap is a living plug with a 
blood supply of its own and therefore has a resistance 
sufficient to withstand low grades of infection. It 
also possesses hemostatic properties which pre- 
vent the accumulation of blood clot which would 
act as a pabulum for infecting organisms. If 
abscesses are present in the soft tissues they should 
be drained and treated preliminary to operation on 
the sinus. 

The technique of the procedure is described in 
detail. Two steps are advised which may be done 
ina single operation: the enlargement and prep- 
aration of the cavity, and the preparation and 
placing of the flap. There are two types of sinus: 
those with two openings forming a through-and- 
through tunnel which must be converted into a 
funnel-shaped cavity, and those with single open- 
ings which must be converted into gutters. The 
flaps are cut so that the best possible blood and 
nerve supply is retained. In order that kinking of 
the pedicle may be avoided they should fall later- 
ally into the cavity. In some cases two flaps may 
be necessary. 

The author reports briefly 24 cases treated by the 
method described in which there were 3 failures. 
The average length of time required for healing was 
forty days: this was also the average time in 14 
cases reported by Schultzen. Lefevre reported 53 
cases in which there were 8 failures. 

The contra-indications to the operation are cellu- 
litis or active inflammation of the muscles around 
the sinus, excessive wasting of the muscles of the 
limb, and cases in which the cavity is so situated 
that there is no muscle available near it. 

When cellulitis or active inflammation of the 
muscles is present around the sinus, preliminary 
drainage followed by Carrel-Dakin treatment is 
necessary. 

In cases due to gunshot wounds, the wasting is 
usually localized and due to destruction of the 
muscle by the missile. In old cases of osteomyelitis 
in children general wasting of the limb may, make 
it impossible to obtain a sufficiently bulky muscle 
flap. 

The most striking example of cases in which there 
is no muscle available locally for the formation of a 
flap are those in which the lower end of the tibia is 
involved. Here, however, Broca’s method of flat- 
tening out the cavity can be done on account of the 
additional support given by the fibula. 

G. S. Foutps, M.D. 


Chironi, P.: An Experimental and Histologic 
Study of the Free Transplantation of Fascia 
(Contributo sperimental ed istologico ai liberi 
trapianti di fascia). Policlin., Roma, 1921, xxviii, 
sez. chir., 93. 

The author discusses the question as to whether 
transplanted fascia persists and functions in the 
body to which it is transplanted or is absorbed and 
replaced by newly formed connective tissue. He 
quotes the conclusions reached by a number of 
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authors and states that the diversity of opinion is 
due in part to the fact that the experiments upon 
which the theories were based were performed under 
quite different experimental conditions and with 
different material. 

Chironi performed a series of experiments on 
rabbits, using the method of vita! staining by the 
injection of carmine with a blue contrast stain. 
The presence of pyrrol cells staining with blue pyrrol- 
carmine indicates the vitality of a transplant. He 
gives the details of his experiments and photomi- 
crographs showing the histologic structure of sec- 
tions of the transplants after varying periods of 
time. 

In one series of experiments the fascia was trans- 
planted subcutaneously or into the abdominal 
wall in locations where no functional demands 
were made upon it. Under such conditions it was 
found that strips of fascia of moderate size which 
were transplanted fresh preserved their vitality, 
but that in those which had been preserved in pre- 
serving fluid before transplantation there was par- 
tial degeneration with the substitution of newly- 
formed connective tissue for the original tissue of 
the transplant. Very small strips of fascia, espe- 
cially if they had been preserved, underwent almost 
complete degeneration and substitution by con- 
nective tissue. The elastic fibers of the fascia were 
preserved or even increased in number, but did not 
invade the neighboring tissue. 

In another series of experiments the fascia was 
transplanted into areas such as the extensor ten- 
dons of the leg, in which functional demands were 
made upon it. From the fourth week there was a 
change in its structure, the fibers which ran in the 
direction of the action of force being well preserved 
while the transverse fibers were replaced by other 
longitudinal newly formed fibers. Macroscopically 
the fascia was completely fused with the tendons 
and recognizable only by a slight increase in the 
diameter of the tendon at the site of the transplant. 
Microscopically there was a clearly defined line 
between the tendon and the fascia, the fascia being 
alive and active. 

Even where transplanted fascia is replaced by 
connective tissue the practical results are satis- 
factory as the substituted tissue meets the func- 
tional demands made upon it. Transplanted fascia 
undergoes not only the primary retraction due to its 
elasticity, but a secondary retraction due to struc- 
tural changes. This should be taken into consid- 
eration in transplanting it into locations where 
contraction might cause stenosis or produce vicious 
or deforming over-correction of position. 

The article is supplemented with a bibliography 
of 40 titles. A. G. Morcan, M.D. 


Christophe, L.: Bone Grafts (Recherches sur les 
greffes osseuses). Presse méd., Par., 1921, xxix, 204. 


Nageotte and Sencert have recently done some 
experimental work on the grafting of dead tissues, 
arteries, nerves, and tendons which has suggested 
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new possibilities in this field. The author has 
obtained unexpectedly good results in the grafting 
of bones which were preserved in alcohol until 
needed for implantation. He removed a piece of 
rib 2% cm. long from an adult male rabbit, 
taking with it the muscle insertions and a piece of 
the pleura. The portion of pleura was removed 
because otherwise a remnant of periosteum might 
have been left behind and the claim might have 
been made that this was responsible for the regen- 
cration of bone. 

In the place of the removed bone Christophe 
implanted a piece of rib of the same length which 
he obtained from another rabbit. The second 
rabbit also was an adult male but of a different race. 
The graft had been previously boiled in water for 
twenty minutes and then kept in 94 per cent alco- 
hol. It was attached to the ends of the cut rib on 
the front end by fine catgut and on the back end by a 
bronze-aluminum wire, the latter being used so that 
the grait could be located easily with the roentgen 
ray when it was to be removed. 

The implanted bones were removed after inter- 
vals varying from one month to five and a half 
months. The article includes photomicrographs 
of the bones after their removal, and the author 
points out that they resemble those of absolutely 
normal living bone. It has been objected that the 
cells which he interprets as normal living bone cells 
are merely cells which were present in the bone 
before and had been fixed by the alcohol. To 
disprove this Christophe shows pictures of sections 
of a bone which had been implanted in the sacro- 
lumbar muscles of a control rabbit and does not 
show these cells. 

Christophe concludes that in certain favorable 
cases dead bone grafts may be revivified and become 
a part of the living organism. This confirms the 
findings of Nageotte in other tissues. In some of 
the author’s cases there was no regeneration of 
bone even after five months and a half. This 
accounts for the fact that not all clinical cases are 
successful. A. G. Morean, M.D. 


Landois, F.: War Injuries of the Large Joints 
(Die Kriegsverletzungen der grossen Gelenke). 
Ergebn. d. Chir. u. Orthop., 1921, xiii, 502. 

This article is based on four years’ experience at 
a fie'd hospital on the western front and a review of 
the literature up to December, 1919. It is 129 
pages in length and divided into a general and a 
special part. The first part gives statistical data 
and discusses the different kinds of joint injuries, 
inflammation of the joints, and the treatment of 
gunshot injuries of joints in general. In the treat- 
ment the author makes a distinction between fresh 
a injuries and suppurations of recent or remote 
date. 

At the close of the war many surgeons still advo- 
cated the old von Bergmann conservative treat- 
ment of gunshot injuries of joints and Landois 
admits that the advocates of primary operation, 


including himself, who have made it a rule to remove 
every bit of shrapnel immediately in order to pre- 
vent infection, have often gone too far. The use 
of Bier’s hyperemia is discussed in detail; also 
Thiess’ modification, rhythmic hyperemia. 

In the operative treatment, and especially in 
primary closure of the joint capsule, Landois does 
not suture the skin over the capsule and fascia, as 
does Axhausen. He states that he has had poor 
results from this method. Instead, he uses iodo- 
form gauze tampons. 

Among antiseptic fluids for irrigating joints men- 
tion is made of carbolic acid, phenol-camphor, 
Dakin’s solution, and vuzin, The author prefers 
vuzin. 

The fact is emphasized that fresh joint injuries 
should be carefully watched during the after-treat- 
ment. Landois gives in detail the indications in 
primary, secondary, and late reaction. 

In discussing methods of treatment the author 
advises everyone to adopt the method which he 
thinks best and to perfect himself in that method. 
He believes it a mistake for the same surgeon to 
treat one group of wounded men with hyperemia, 
another with irrigation, and another conservatively 
with simple aseptic dressings and rest. Every 
method has its own indications and its own tech- 
nique which must be learned; also its defects. The 
more methods one man uses in the treatment of the 
same condition the greater the sources of error and 
the poorer the results. 

The second part of the article treats of six joints, 
the shoulder, elbow, wrist, hip, knee, and ankle. 
In each case the anatomy of the joint, the pathology 
of gunshot injuries of that joint, the clinical pic- 
ture, the treatment, and the operative technique 
are discussed. 

The author believes that for injuries of the shoul- 
der joint due to rifle bullets and with small entrance 
and exit wounds the treatment should be as con- 
servative as possible. He recommends a triangular 
bandage with a Cramer splint. If the joint is 
opened, however, he states that the soft parts should 
be carefully trimmed, the joint filled with 3 per cent 
carbolic acid, and the joint capsule sutured. If a 
bullet is free in the joint space it should be removed. 
If there is suppuration of the joint it should be 
drained, irrigated with 3 per cent carbolic acid, or 
filled with Chlumsky’s solution. In some cases 
resection is necessary. The methods of operating on 
the shoulder joint are described. 

In wounds of the elbow joint the first symptom 
is disturbance of function and pain; joint effusion 
does not occur until several hours after the injury. 
A roentgen picture is important. In simple rifle 
wounds conservative treatment is indicated. The 
arm should be fixed at a right angle on a splint. 
If the joint is opened the treatment should be the 
same as that for similar wounds in the shoulder 
joint. In severe shrapnel injuries immediate resec- 
tion, partial or total, is necessary. In suppuration, 
d.ainage or resection is indicated. 
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The wrist should be treated as conservatively as 
possible. Primary resection should be done only if 
there is fragmentation of several bones and the 
wound is very much soiled. Empyema of the wrist 
is especially dangerous as it extends from joint to 
joint. 

Hip-joint conditions present considerable diffi- 
culty in the diagnosis. The treatment depends on 
the extent of the bone injury, the kind of injury, 
and the degree of infection as well as on the time 
the patient reaches the surgeon. Uninfected rifle 
wounds should be given expectant treatment. 
Extension is recommended. The author has seen 
only a few cases of opened hip joint. Primary resec- 
tion is indicated if there is much comminution of 
bone. 

For the knee joint rest in a Volkmann splint is 
recommended when the bullet has simply passed 
through. In all other injuries it is necessary to 
operate at once, opening the joint freely with 
Kocher’s lateral hook incision or Payr’s median 
S-incision. A factor essential for uneventful recov- 
ery after the removal of projectiles is exact suture 
of the capsule and the filling of the joint with an 
antiseptic solution. 

In suppuration of joints there are three possible 
treatments: (1) joint drainage by Payr’s method, 
the joint being filled with carbolic acid; (2) resec- 
tion, and (3) amputation. In general, the author’s 
results from drainage of the knee joint have been 
poor. In many cases he has found it necessary to 
resect or amputate secondarily. He has never been 
able to produce a movable joint after severe sup- 
purations. 

In the knee, amputation should not be deferred 
too long. If in a case of suppuration of the knee 
there is doubt whether resection or amputation 
should be done, it is better to amputate at once as 
the danger of sepsis is very great. The operative 
technique is illustrated in detail. 

The treatment of injuries of the ankle is similar 
to that of injuries of the wrist. Grass (Z). 


Cohen, H.: The Willems Treatment of Joint 
Lesions. V. York M.J., 1921, cxiii, 730. 


The author reports sixteen cases of joint lesions 
which he has treated by active mobilization. One 
of these was a suppurative arthritis of the knee in 
which the Willems treatment was carried out with 
excellent results. Active mobilization was begun 
immediately after arthrotomy for drainage and the 
patient was encouraged to walk on the fourth day. 
Cure was complete in three weeks. . 

All the other cases were closed joint lesions, frac- 
tures, and dislocations. In these, good functional 
results were obtained in from two to eight weeks 
by active mobilization begun immediately after 
reduction. 

, The conclusion is drawn that the Willems method 
is applicable to closed lesions as well as open 
lesions and that it prevents ankylosis. 

W. A. Crark, M.D. 
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Dickson, J. A.: The Treatment of Stiff Meta- 
carpophalangeal Joints Where There Is No 
Gross Bony Alteration. Bri. J. Surg., 1921, 
vill, 272. 

After injuries to the hand or forearm, especially 
those associated with sepsis or nerve injury, the 
fingers may become stiff in the extended position 
and greatly impair the function of the hand. In the 
absence of bony changes, loss of flexion of the fingers 
seems to be due to fibrosis of the capsule, con- 
traction of the extensor tendons, or involvement of 
the extensor tendons in scar tissue. Since treatment 
of this condition by forcible manipulations or the 
usual gradual correction has been unsatisfactory, 
the author describes a method which has been used 
successfully at the Highbury and Uficulme Ortho- 
pedic Hospitals. 

A plaster cast is applied from a point above the 
elbow to the finger tips, the wrist being dorsiflexed 
and the metacarpophalangeal joints flexed as much 
as possible. The palmar surface of the cast is cut 
away to the heads of the metacarpal bones and the 
correction obtained by the use of felt pads. This 
constant pressure at a right angle to the phalanges 
brings about full correction in about four weeks. 
During treatment by baths, massage, and manipu- 
lation correction is maintained by a flexion-retaining 
bar of metal which is well padded and covered with 
leather and placed on the dorsum of the first phalanx. 
A wire is run between the third and fourth fingers and 
joined to a spring at the elbow. Later the spring is 
attached to a leather cuff above the elbow. Flexion 
of the interphalangeal joints is attempted only after 
the metacarpophalangeal joints are fully flexed. 

The use of an anesthetic is not necessary. By 
the method described the time of treatment is 
lessened and the number of relapses diminished. 

Three cases are reported with photographs taken 
before and after treatment for six to seven months. 
Practically full range of movement was obtained. 

J. 1. Mitcuetr, M.D. 


Cotton, A.: Reconstructive Surgery of Traumatic 
Foot and Ankle Deformities. J. Orthop. Surg., 
1921, N.S. iii, 196. 


Traumatic deformities of the foot and ankle 
cause disability by interfering with the function of 
weight-bearing. Therefore any operation which 
will restore this function will relieve the disability. 
The author advocates the use of the simpler meth- 
ods such as osteotomy rather than the more com- 
plicated methods. 

All such injuries should be studied to determine 
their effect on weight-bearing and then the simplest 
means of placing the foot in the position in which it 
will most securely bear the weight of the body 
should be chosen. Cotton cites a number of illus- 
trative cases and describes the methods of accom- 
plishing the desired end. The cases include mal- 
united fractures at the ankle, fractures of the os 
calcis, paralytic equinovarus, and infection of the 
bones at the ankle joint. B. H. Moore, M.D. 
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Carruthers, F. W.: The Care and Treatment of 
Club-Feet. J. Arkansas M. Soc., 1921, xvii, 200. 

The author divides club-foot into the congenital 
and acquired types and quotes the Albee classifica- 
tion as follows: 

Simple forms: talipes equinus, talipes calcaneus, 
talipes varus, pes cavus, talipes valgus, and pes 
planus. Complicated forms: talipes equinovarus, 
talipes calcaneovalgus, talipes equinovalgus, and 
talipes calcaneovarus. 

Whitman states that 77.4 per cent of the cases 
are of the type known as talipes equinovarus. 

In infants the treatment is begun as soon as the 
deformity is noticed. For the first few weeks manipu- 
lations are indicated. Then adhesive straps are 
applied to supplement the manipulations. In 
infants over three months old the deformity is over- 
corrected by plaster casts renewed every three or 
four weeks. Sometimes tenotomy of the plantar 
fascia or tendo achillis is necessary. 

In cases of long standing more radical treatment 
is indicated. In addition to the measures mentioned 
it may be necessary to do a fasciotomy-tenotomy 
and probably an arthrodesis or remove wedge- 
shaped pieces. 

The author emphasizes the fact that the plaster 
cast should extend above the knee to the juncture 
of the middle and upper thirds of the thigh, the 
knee being flexed at right angles to maintain ever- 
sion and over-correction of the foot. 

These cases must be kept under observation from 
three to five years. D. H. Levintuat, M.D. 


De Gaetano, L.: Cuneiform Resection, Plastics, 
and Tendon Transplantation in Advanced 
Types of Congenital and Paralytic Club-Foot 
(Resezione cuneiforme, plastica e trapianti ten- 
dinei nelle forme avanzate di piedi torti congeniti e 
paralitici). Chir. d. organi di movimento, 1921, v, 97- 


The author has had many opportunities to study 
and operate upon cases of club-foot, especially those 
of the equinovarus variety. His attention has been 
drawn especially to the advanced types of the 
deformity occurring most frequently in adults. In 
such cases cuneiform tarsectomy supplemented by 
plastics and tendon transplantation gave the best 
results. Eight cases are reported, in four of which 
the cuneiform tarsectomy and the supplementary 
operations were done. Two of the cases were con- 
genital and two paralytic. All showed marked 
changes in the bones of the foot. 

In the author’s opinion cuneiform resection should 
be substituted for the numerous procedures vary- 
ing from astragalectomy to the destructive opera- 
tion of Championniére. He uses the fan-shaped 
‘scalpel of d’Antona. His antero-posterior incision 
runs from the vicinity of the malleolus over the most 
projecting part of the deformity to the tarsals. 

he soft parts are detached, the tendons being care- 
fully hooked aside, and when the projecting tarsal 
is sufficiently denuded the cuneiform piece of bone 
is removed with the scalpel applied obliquely. If 


necessary, more than one piece is removed. The 
superflous skin is removed at the same time. 

For the elongation tenoplasty de Gaetano pre- 
fers the Z-method of Bayer with sagittal section 
as it is least injurious to the blood vessels. In ten- 
don transplantation he grafts the tendon strips of 
the active muscle into those of the paralyzed mus- 
cles (the descending transplant of Vulpius, the 
active transplant of Hoffa). 

The operative treatment must be supplemented 
by strict postoperative electro-hydro-therapy ‘and 
attention to the general condition. 

W. A. BRENNAN. 


Johansson, S.: Two Cases of Extirpation of the 
Calcaneus (Zwei Faelle von Calcaneusexstirpa- 
tion). Acta chirurg. Scand., 1921, liii, 466. 


The first case reported was a case of tuberculosis 
of the calcaneus in a boy 15 years of age. At 3 
years of age he had had tubercular spondylitis but 
recovered. When the tuberculosis of the foot 
developed it was treated at first conservatively with 
a plaster cast and heliotherapy but grew worse and 
a fistula developed on the outer side of the foot. 
Roentgen examination showed destruction of the 
whole anterior part of the calcaneus and the forma- 
tion of a sequestrum. There was pronounced 
atrophy of the rest of the bones of the foot with the 
glassy appearance characteristic of tuberculosis. 
Total extirpation of the calcaneus was followed by 
uneventful recovery and normal mobility of the 
ankle joint. 

The calcaneus is more frequently affected by 
tuberculosis than any of the other bones of the foot. 
It should be treated by early operation in order that 
extension to the ankle joint may be avoided and a 
part of the calcaneus may be preserved. Although 
the posterior process of the calcaneus is one of the 
three chief supporting points of the foot, in the case 
described the foot has adapted itself in a remark- 
able way to the changed conditions and has preserved 
excellent function. The astragalus has sunk down 
so that its lower part forms a heel to which the 
Achilles tendon is attached. The astragalus and the 
navicular bone have grown together so that in the 
roentgen picture they appear as a single bone with 
an outline very much like that of the calcaneus. A 
new joint has been formed between the anterior end 
of the astragalus and the cuboid. It is probable that 
within a year or two the internal structure of this 
bone will more nearly resemble that of the calcaneus 
than the astragalus. This case illustrates Wolf’s 
law of transformation according to which changes in 
the position and function of a bone, and even changes 
in function alone, bring about changes in the internal 
architecture of the bone following definite mathemat- 
ical laws and secondary changes in the external form. 

The second case reported was a case of septic ostei- 
tis in a 12-year-old boy following a severe bruise of 
the foot. A subperiosteal resection of the whole cal- 
caneus was done. The infection extended to the an- 
kle joint, causing a septic arthritis. Complete re- 
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covery resulted with active and passive movements 
through 25 degrees. Like tuberculosis, sepsis affects 
the calcaneus more than any other bone of the foot. 

Both of these cases illustrate the remarkable capa- 
city of the bones of the young for regeneration and 
adaptation. It is very important for the patient to 
use the foot as soon as possible. The foot should 
be kept in a right-angle position and preferably for 
a time in acast. A. G. Morean, M.D. 


ORTHOPEDICS IN GENERAL 


Lange, F., Schede, F., and Hohmann, G.: Results 
of Orthopedic Treatment in the War (Ergebnisse 
der Kriegsorthopaedie). Ergebn. d. Chir. u. Orthop., 
1921, xiii, 647. 

This article, which covers about 150 pages, gives all 
the essential results of orthopedic treatment during 
the war in such a condensed form that a brief ab- 
stract of it can be little more than an expanded 
index. 

Lange discusses the orthopedic care of the wound- 
ed on the field. The necessary fixation in gunshot 
fracture is obtained best by means of a plaster 
cast. A table was improvised from gas tubes and 
straps. If the application of a plaster cast is impos- 
sible, splints such as the Lange, the Stubenrauch, and 
the Rummel splints, which can be applied on the 
field, are indicated. 

The treatment of flat-foot at the right time is im- 
portant. In one field station during the four years 
of the war over 12,000 plates were made. 

The duties of a field station include the mechani- 
cal treatment of slight injuries and sufficient care 
of severe injuries to make them ready for transpor- 
tation. It is very important to have surgeons trained 
in orthopedics, but there was a decided lack of 
them during the recent war. 

Schede discusses treatment in the base hospitals 
where the proper application of splints and casts 
is of prime importance and fractures of the femur 
demand a great deal of attention. To give proper 
rest it is necessary to immobilize the adjacent joints 
and it is best to make the cast include both the leg 
and the pelvis. In fracture of the upper arm a splint 
is fastened to a plaster girdle around the pelvis. 
The upper part of the body remains free. 

The different forms of fenestrated casts and bridges 
of plaster are described, their advantages and dis- 
advantages are discussed, and rules for their applica- 
tion are given. If it is necessary to correct the posi- 
tion of the injured parts apparatus such as those of 
Lange, Boehler, and Ansinn are preferable to plaster 
casts. All experience goes to show that in fractures of 
the upper arm only abduction splints should be used. 
In articular fractures and inflammations the joints 
must be freed of weight. 

The authors discuss the mechanics of development 
of the foot and the laws of disencumbrance for the 
foot, leg, and hip. The disencumbrance or support 
of the spinal column is brought about by extension 
or lordosis. When a corset is applied early care of 
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the muscles is important. To prevent joint con- 
tractures after injuries of the soft parts and bones, 
as well as after paralysis, a number of forms of port- 
able apparatus have been devised. There are also 
apparatus adapted for medico-mechanical treat- 
ment. Those of Schede, Engelhard, Lange, and 
others are described. 

The chapter on operative orthopedics was written 
by Hohmann. In contractures of the soft parts 
on-operative correction with hemostasis has given 
good results, and in some cases cutting of shortened 
tendons and loosening of adherent tendons has been 
successful. For contracture of the knee joint in 
extension’ which is very frequent, the methods of 
Payr, Spitzy, and Hohmann are recommended. In 
spastic contractures the methods of Foerster, sec- 
tion of the roots and plastic lengthening of the 
tendons, have given good results. When plastic 
lengthening is impossible because there is no tendon, 
Stoffel’s method is used. 

Payr and Lexer have devised good methods for the 
treatment of bony ankyloses of the joints. Mos- 
kowicz’ arthroplasty in severe joint defects is de- 
scribed with illustrations. The best time for this 
operation is given differently by different authors. 
Moskowicz operates during suppuration while Payr 
and Hohmann delay the operation for as long as a 
year. A description is given of Goetze’s apparatus 
to supply lacking joints and of the necessary opera- 
tion for its application. In fractures which have 
healed with deformity re-fracturing or Kirschner’s 
stair-step osteotomy is necessary with after-treat- 
ment in extension. In operations for pseudarthrosis 
broad contact between the healthy joint surfaces 
and immovable fixation of the freshened bones to 
one another or to the transplant are of prime impor- 
tance. 

Nerve sutures as primary operations are not de- 
scribed. Reference is made to the articles on this 
subject by Spielmeyer and others. For the correc- 
tion of deformities caused by paralysis Burk’s and 
Mueller’s plastic operations on fascia and the tendon 
transplantation methods of Perthes, Stoffel, Hoh- 
mann, Lange, Biesalski, Spitzy, and others are 
recommended. Operations to restore grasp in cases 
in which the fingers and thumb are lost, Spitzy’s 
method of making a thumb from the rib or index 
finger, Hoerhammer’s transplantation of the great 
toe, methods of improving the condition of the 
stump, including Esser’s method of covering it with 
skin, the Schmerz and Oehlecker osteoplastic covering, 
and the best known methods of utilizing the voluntary 
movements of muscles for the movement of artificial 
legs and arms, those of Vanghetti, Sauerbruch, 
Spitzy, Walcher, and Kruckenberg, are described. 

Spitzy (Z). 


Wislocki, G. B.: Experimental Observations on 
Bone Marrow. Bull. Johns Hopkins Hosp., 1921, 
XXXii, 132. 

The experimental study reported in this article 
was based on the observation that the endothelial 
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and reticular cells of the bone marrow phagocytose 
solid particles brought to them by circulating blood. 

Wislocki injected into the ear vein of adult and 
new-born rabbits a suspension of carbon particles 
in ordinary India ink. Two or three days later the 
animal was killed. 

At autopsy, the characteristic distribution of 
carbon particles in the body was found to be con- 
fined practically to the liver, spleen, lungs, and bone 
marrow. The bone marrow appeared conspicuously 
black; the bone marrow granules were observed, 
for the most part within the cells, in the endothelium 
of the vessels, and in the cells of the reticulum, al- 
though here and there granules were found lying 
free in the vascular channels. 

After fixation the bones were completely decalci- 
fied by placing the bodies in 5 per cent nitric acid. 
They were then cleared by the method described 
by Spalteholz (1914) by transferring them from 
absolute alcohol to benzol for forty-eight hours and 
then into several changes of oil of wintergreen and 
one part of benzyl benzoate, in which they were 
finally kept permanently. 

In the adult skeleton carbon was abundantly 
present in the cervical, thoracic, lumbar, sacral, and 
caudal vertebra, heavily and uniformly present 
throughout the ribs, in the skull in both membrane 
and cartilage bones which are in whole or in part 
cancellous, in the cancellous regions of the scapula, 
and in the humerus, radius, and ulna. 

The carpal and metacarpal bones and the pha- 
langes of the digits contained only traces of carbon. 
The same was true of the tarsal and metatarsal 
bones and phalanges. 

In a rabbit three weeks old the heaviest pigmen- 
tation occurred in the long bones of the extremities. 
The carpal, metacarpal, tarsal, and metatarsal 
bones, and the phalanges were deeply pigmented. 

In a rabbit one week old carbon particles were 
abundantly phagocytosed and stored in those bones 
in which ossification had begun and in the separate 
ossification centers. 

Microscopical examination showed clusters of 
blood-forming cells scattered fairly uniformly 
throughout the cancellous portions and shafts of all 
the bones. The distribution of carbon particles was 
found to coincide closely with that of the hemato- 
poietic tissue. 

From these observations it will be seen that the 
bone marrow of the rabbit contains cells which are 
extremely phagocytic toward inert particles afloat 
in the blood stream. Some of these are endothelial 
cells which line the vascular channels of the marrow; 
others are reticulum cells which form the supporting 
tissue for the blood-forming elements of the marrow. 
This phagocytic power is present at birth. Micro- 
scopic examination shows that the distribution of 
these phagocytic cells in the bones coincides closely 
with that of the blood-forming elements. The 
cleared tissues of rabbits injected during life with 
carbon particles give us an accurate picture of the 
gross distribution of the marrow. The amount of 


marrow in flat bones is in direct proportion to the 
= of cancellous or spongy structure in the 
one. 

Several dogs, cats, and guinea-pigs were similarly 
injected with suspensions of carbon. In the dog 
and cat, carbon was not grossly visible in the mar- 
row, and only an occasional carbon particle was 
discovered in the endothelial cells. In the guinea- 
pig, the marrow appeared blackened, but not to the 
same extent as in the rabbit. Microscopically the 
marrow showed fewer and less carbon-laden phag- 
ocytic cells. 

There is, therefore, a difference in the ability of 
the bone-marrow cells in different mammalia to 
phagocytose and store particles of carbon. 

Morris H. Kaun, M.D. 


Fairbank, H. A. T.: A Clinical Lecture on the 
Orthopedic Treatment of Poliomyelitis. Brit. 
M. J., 1921, i, 517. 

The treatment of infantile paralysis is usually 
divided into three stages. During the acute stage 
of the disease the important factor is rest for the 
spinal cord and the affected muscles. The author 
advises rest in bed for at least three weeks. Stretch- 
ing of the paralyzed muscles and contraction of their 
opponents must be prevented. If necessary, splints 
or plaster casts should be used for this purpose. 
Deformity is caused by improper muscle action and 
gravity. Early deformity can be easily corrected by 
stretching the contracted muscles. Massage is harm- 
ful ‘as long as there is tenderness. 

The second stage of the condition may last as long 
as two years, during which time muscle power 
gradually returns. The limbs should be kept warm 
and massaged regularly. Muscle re-education is of 
great value. Electrical stimulation may be beneficial 
but is not as good to increase the power as voluntary 
muscular contraction. To secure the best results the 
load must be proportional to the strength of the 
muscle. When the muscle is very weak, gravity must 
be eliminated. Care must be taken not to cause 
fatigue or damage by heavy manipulations. Between 
periods of exercise the muscles should be relaxed by 
the use of splints and braces. Night splints are just 
as important as the walking apparatus. Operative 
measures should be limited to tenotomies, fasciot- 
omies, and manipulations for the correction of 
deformities. 

In the third stage the treatment should be 
directed toward utilizing the muscle power of the 
paralyzed limb to its best advantage. Tendon trans- 
plantations should not be done under two years 
from the time of onset of the condition. The 
deformity must first be corrected. Only muscles 
with a fair degree of power should be used. These 
can be attached subperiosteally or the tendon may 
be passed through a hole drilled into the bone. 
Flexors cannot be transferred and made to act suc- 
cessfully as extensors. When the biceps femoris is 
attached to the patella the knee may be made more 
stable, but the author has never seen such a case with 
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voluntary extension of the knee. The tibialis anticus 
may beswung tothe outer border of the foot with 
excellent results, and the transference of the tendon 
of the extensor hallucis to the first metatarsal suc- 
cessfully prevents drop-foot. In this latter operation 
it is well to suture the distal portion of the tendon to 
a slip of the extensor brevis in order to prevent 
flexion of the distal phalanx of the great toe. Tendon 
transplantation in the upper arm is less common 
but may be done with good results. 

An important item is the exactly correct amount 
of tension under which the muscle is sutured. 
Arthrodesis is done at the shoulder when the scapula 
muscles are active and the function of the forearm 
and hand justifies the procedure. The elbow may 
be fixed in the flexed position by removing a diamond- 
shaped piece of skin on the anterior surface and 
suturing the wound transversely. Arthrodesis of 
the hip is rarely justifiable. The knee is seldom 
ankylesed unless the patient objects to wearing 
apparatus. Excellent results are secured in some 
cases of arthrodesis at the ankle when the sub- 
astragalar or the mid-tarsal joints are also stiffened. 
The Whitman astragalectomy is recommended for 
almost al! flail ankles. The use of silk ligatures and 
tendon fixations has not been successful in the 
author’s experience. 
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Scoliosis is a serious result of paralysis of the spina 
or abdominal muscles. It may appear early in the 
disease and care should always be taken to prevent 
it if possible. Jackets of plaster and celluloid are of 
some value and in selected cases the spinal graft of 
Albee is advisable. J. I. Mitcuett, M.D. 


Corner, E. M.: Light Metal Limbs in Above-Knee 
Amputations. Brit. M.J., 1921, i, 524. 


In cases of above-knee amputations at St. Thomas’ 
Hospital the best functional results were obtained 
when the stumps were of medium length. The 
ilio-psoas and the glutei, the chief muscles activating 
the stump, are given the best leverage in a stump 
8 or 9 in. long. Mental deterioration was pre- 
vented by a minimum of hospital life and a rapid 
return to work and cheerful surroundings. 

It was found that light metal artificial limbs 
were excellent as the men learned to use them more 
quickly than wooden limbs, were able to get about 
with them with greater comfort and speed, and 
were not so easily fatigued. Metal limbs require 
repair less frequently than the other types. The 
author concludes that from go to 95 per cent of the 
men with above-knee amputations were greatly 
benefited by the use of metal limbs. 

J. I. M.D. 


SURGERY OF THE SPINAL COLUMN AND CORD 


Altschul, W.: Anterior Spina Bifida and Other 
Malformations of the Spinal Column (Spina 
bifida anterior und andere Missbildungen der 
Wirbelsaeule). Fortschr. a. d. Geb. d. Roentgen- 
strahlen, 1921, xxvii, 607. 


In the course of a systematic roentgen examina- 
tion of the spinal column of bed-wetting children, 
in whom Fuchs noted the syndrome of myelodyspla- 
sia, a condition in which posterior spina bifida 
occulta is frequently found, Altschul discovered a 
number of unusual malformations of the spinal 
column due to fissures in the bodies of the vertebre. 
A few cases of such changes have been described. 
Most of them come under the classification of 
anterior sacral hydromeningocele. In some of the 
cases studied by Altschul there was no true fissure 
but the body of the vertebra was only half de- 
veloped. In others, a fissure was found, not in the 
midline, but on one side, constituting an anterior 
lateral spina bifida. The beginning of such mor- 
phological anomalies must go back to the blastemic 
period, or at least to the beginning of the chondro- 
genous period, for only at this time are the bodies of 
the vertebra symmetrically bilateral. 

A further observation reported was the discovery 
of a supernumerary rudiment of a vertebra between 
the fourth and fifth lumbar vertebre. In another 
case, that of a child 20 months old who came for 
treatment for congenital scoliosis, a roentgenograph 
showed a wedge-shaped half of a vertebra with a rib 
attached to it between the seventh cervical and the 


first dorsal vertebra. In addition, the eighth dorsal 
vertebra was rudimentary, being wedge-shaped and 
having a rib on only one side. On the left side, 
therefore, there were thirteen fully developed ribs 
and on the right side only eleven. 

The literature and the theories as to the causes of 
such unusual malformations are discussed in detail. 

Harms (7). 


Radulesco, A. D.: The Use of a Piece of Rib as a 
Splint in the Treatment of Pott’s Disease 
(La synostose vertébrale par greffon costal comme 
traitement orthopédique opératoire du mal de Pott). 
Presse méd., Par., 1921, xxix, 284. 

The author advocates operation in old cases of 
Pott’s disease with pronounced spinal symptoms 
which have resisted orthopedic treatment. He 
describes the technique of a method which he has 
employed successfully in seven such cases. He induces 
spinal anesthesia with stovaine-caffeine or stovaine- 
strychnine. The patient lies on his abdomen sup- 
ported on pillows. A median incision is made 
extending a few centimeters above and below the 
affected vertebre. As a rule this is between 15 
and 20 cm. long. The muscles are _ pulled 
away from the spinous processes, the intraspinous 
ligaments are cut, and the processes are split in 
half, care being taken to divide them into exactly 
equal parts. For this purpose a circular saw is used. 

The halves are then pulled apart and broken 
downward so that a bed of bone with the marrow is 
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exposed. The wound is covered with sterile com- 
presses while a section just long enough to fit into 
this bed is being removed from one of the patient’s 
ribs. The rib also is sawed in two, the upper half 
being removed and the lower half being left in place. 
The section of rib is then placed in the bed pre- 
pared for it so that the marrow of the rib and that 
of the vertebre are in contact. It is not necessary 
to suture the rib in place. The aponeurosis and 
muscles are merely sutured over it. 

The patient is kept lying on his abdomen for 
eighteen days, and in bed for a month. In four 
cases the author applied a plaster corset after the 
operation, but these were cases in which so many 
vertebra were involved in the tuberculous process 
that it was necessary to use two pieces of rib for 
the splint. The corsets were removed after a month. 

The spinal symptoms were very much improved 
in every instance. One patient was not able to stand 
six months after the operation, but this was a very 
advanced case as paraplegia with loss of control of 
the sphincters and trophic disturbances had been 
present for more than a year. However, sensation 
has returned in the lower limbs, the sphincters are 
almost normal, and the patient’s movements in bed 
show normal co-ordination. A. G. Morcan, M.D. 


Cassirer, R., and Krause, F.: Early Diagnosis of a 
Tumor of the Cervical Cord; Operation; Re- 
covery (Fruehdiagnose einer Halsmarkgeschwulst, 
Operation, Heilung). Berl. klin. Wehnschr., 1921, 
Iviii, 224. 

A 35-year-old woman had suffered for four years 
from severe pain which radiated from the neck into 
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Thorburn, W.: The Surgical Treatment of Neu- 
ralgia. Practitioner, 1921, Cvi, 305. 

The author emphasizes particularly the impor- 
tance of accurate diagnosis. His classification of the 
various types of neuralgia which, he states, “‘is 
practical and convenient” rather than “purely 
logical,” is as follows: 

1. Neuralgias due to general conditions. These 
are probably toxic in nature, often affect more than 
one nerve trunk, and do not call for surgical treat- 
ment. 

2. Neuralgias due to pressure. Sciatica may be 
due to lipomata of the thigh, tumors in the pelvis, or 
disease or tumors of the spinal column. Bilateral 
sciatica should suggest pelvic pressure. A history 
of continued pain followed by symptoms of av 
transverse lesion of the cord is one of the most def- 
inite indications of intrathecal tumors. This is 
important because these tumors are easily removed 
and their removal is followed by good results. In 
neuralgia of the upper extremities the presence of a 
cervical rib should be borne in mind. Neuralgia 
due to pressure includes neuralgia due to cicatrices, 
especially of the scalp. These are cured by excision. 


the right arm and sometimes also into the left arm. 
This pain was increased by coughing, sneezing, and 
sudden movement of the body. At times complaint 
was made of formication on the inner side of the 
right arm and hand and a feeling of weakness in 
the right leg. 

Examination revealed sensitiveness on percus- 
sion of the seventh cervical and first dorsal spinous 
processes. The right abdominal reflex was perma- 
nently weaker than the left. Stroking of the outer 
side of the right foot caused dorsal flexion of the 
great toe. Deep and superficial sensation in the 
ulnar region of the right arm was slightly dis- 
turbed. 

Operation showed a tumor 24 mm. Jong, 14 mm. 
broad, and 7 mm. thick originating in the arachnoid 
on the right anterior side of the cervical cord and 
extending forward tothe midline and downward 
from the fifth cervical segment. When the sixth 
and seventh cervical arches were removed and the 
cervical cord was lifted up by the sixth posterior 
root the neoplasm could not be seen. As it was im- 
possible to pass a sound upward, the fourth and 
fifth cervical arches were removed, the fifth and 
sixth posterior cervical roots were cut, and the cord 
was lifted up and pulled aside by the root stumps. 
The tumor was then easily enucleated. Recovery 
resulted. 

The case reported is noteworthy because of the 
early diagnosis from the few symptoms and the 
location of the tumor on the anterior side of the cer- 
vical cord. The findings in the cerebrospinal fluid 
and the histologic structure of the tumor are not 
given. Wrepe (Z). 


NERVOUS SYSTEM 


3. Neuralgias associated with tabes dorsalis. 
The lightning pains rarely- demand operation. In 
the treatment suggestion is an important factor. 
Gastric crises can be cured by the Foerster operation. 
When the symptoms are unilateral this operation 
should be performed on only one side. 

4. Neuralgia due to intraneural lesions. Intra- 
neural lesions vary from simple hemorrhage follow- 
ing trauma to tumor or fixation of a nerve by ad- 
hesions. The author objects to the blind methods 
of treatment such as acupuncture, stretching, and 
injection with salt solution. He prefers exposure 
of the nerves and careful inspection for definite 
surgical lesions. When no lesion is found he resorts 
to injection of 1 or 2 c.cm. of 60 per cent alcohol 
into the nerve sheath. The disadvantage of this 
treatment is that motor nerves may become para- 
lyzed. When a nerve lesion is close to the spinal 
cord rhizotomy is the operation of choice. 

5. Ganglionic neuralgia. This group includes 
trigeminal and post-herpetic neuralgias. These are 
treated by alcohol injection (Schlosser’s method). 
When more than two injections fail to give relief 
gasserectomy (Hutchinson’s method) is the author’s 
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operation of choice. Thorburn has had no experience 
with either Frazier’s or Adson’s operation but ex- 
presses the opinion that proficiency in one method 
is better than alternating techniques. 

J. J. Lesowrrz, M.D. 


Oehlecker, F.: Extirpation of the Second Spinal 
Ganglion in Occipital Neuralgia ([Erfahrungen 
ueber die Exstirpation des II. Spinalganglion bei der 
Occipitalneuralgie). Deutsche Ztschr. f. Nervenh., 
1921, Ixix, 296. 

Oehlecker removed the ganglion of the second cer- 
vical nerve in a case of occipital neuralgia for the 
first time in May, 1913. Since then he has performed 
this operation in ten cases. One of the patients died 
from meningitis due to infection of the wound from 
a neighboring granulating surface. In the nine 
other cases the extirpation was followed by excellent 
permanent results. 

Ochlecker believes that when operation is neces- 
sary for the relief of occipital neuralgia the ganglion 
should be removed at once because if there is recur- 
rence after any other operation its rerhoval is made 
much more difficult by the presence of scar tissue. 
Even primary extirpation of the ganglion is an 
operation of considerable severity. Kappts (Z). 


Volkmann, J.: The Treatment of Chronic Ulcers 
of the Leg by Stretching the Nerve (Die Be 
handlung chronischer Unterschenkelgeschwuere mit 
Nervendehnung). Zentralbl. f. Chir., 1921, xlviii, 193. 


In stubborn cases which had resisted various 
methods of treatment, some of them very old cases, 
Volkmann tried nerve stretching, a method recom- 
mended twenty-five years age, first for perforating 
ulcer of the foot, and then for ulcer of the leg Of 
12 cases, 9 were cured and t was benefited. Volk- 
mann qdmits, however, that the patients have all 
been under observation for only a short time. 

The skin nerves of the region involved were 
stretched moderately under local anesthesia. The 
saphenous nerve, which was most frequenily in 
volved, was found by making an incision from the 
top of the tuberosity of the tibia along the middle 
of the inner surface of the tibia, 5 cm. inward and 
backward. It was always discovered beneath the 
saphenous vein, and as a rule immediately under the 
fascia in the fatty tissue. The other nerves, the chief 
branches of the peroneal nerve, were located in the 
popliteal space on the external side of the main nerve. 
The treatment should not be given too near the ulcer. 

The after-treatment consists of rest in bed and 
the application of dressings of boric acid zinc salve. 
The rapid healing of the ulcers shows that they are 
caused both by mechanical and nervous conditions 
transmitted by the sympathetic but controlled by 
cerebrospinal influences. GrasHey (Z). 


Renton, J. M.: The Surgical Treatment of Chronic 
Sciatica. Brit. M.J., 1921, i, 557. 


Surgery is indicated for the cure of certain cases of 
sciatica which have failed to respond to medical 
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treatment. In the selection of cases care must be 
exercised to exclude disease of the hip joint, tumors 
or inflammatory conditions in the pelvis, exostosis, 
and nervous conditions, both organic and functional, 
any of which may simulate sciatica. 

When the patient is quite free from pain while at 
rest but begins to have pain on exercising or assum- 
ing some special position, the condition is favorable 
for operation as the pathology consists of the 
presence of post-inflammatory adhesions about the 
nerve. 

A second type of case is that in which a certain 
amount of pain is present while the patient is at 
rest and it becomes intense during exercise or the 
assumption of special postures. These cases also 
may be operated on with success. 

When the pain is indefinite and intermittent dur- 
ing rest and sometimes improves to a certain extent 
during exercise, it is probably due to neuritis with 
adhesions about the nerve. This third type of case 
is unfavorable for exploration. 

Surgical treatment consists in freeing the sciatic 
nerve from adhesions. The nerve is exposed below 
the gluteus maximus muscle by a 4 or 5 in. longi- 
tudinal incision. It is then hooked up and the 
adhesions are carefully removed from the sacro- 
sciatic notch to about the middle of the thigh. Care 
must be taken to preserve the branches to the 
hamstring muscles which come off just below the 
lower border of the gluteus maximus. When freed, 
the nerve is dropped back into the wound and the 
skin sutured. 

The essential feature of this operation is the 
removal of the adhesions. 

Crawford Renton cured 32 patients by this 
method. The author operated on ro cases and 
effected a cure in 8. One of the cases which were not 
cured belonged to the second type mentioned, and 
the other to Type 3. A. C. Jounson, M.D. 


Platt, H.: The General Indications for Operative 
Exploration in Nerve Injuries. Lancet, 1921, 
cc, 789. 

An exploratory nerve operation is justified under 
the following conditions: (1) when the syndrome of 
complete nerve interruption has continued un- 
changed over a period of six months of clinical obser- 
vation; (2) when the syndrome of incomplete inter- 
ruption has continued with changes jor six months. 
and_ especially when this is shown by the distai 
syndrome, and (3) in the presence of the syndrome 
of irritation of moderate or severe degree which 
shows no signs of subsidence. 

The nerves are exposed in an intermuscular inter- 
val and their physiological activity is determined by 
direct stimulation with the faradic current. Once 
of the most obvious practical advantages of this 
method is the ease with which nerve trunks are 
recognized in regions such as the upper arm and 
axilla when ordinary anatomical landmarks are lost 
in the scarred and destroyed tissues. Motor 
branches arising from the nerve trunks above the 


GENERAL SURGERY — SURGERY OF THE NERVOUS SYSTEM 223 


lesion are readily identified and examined with re- 
gard to their physiological integrity. However, it 
is only in dealing with incomplete anatomical lesions 
that the presence or absence of the electrical re- 
sponse is of practical value. 

The operative procedures of choice for the repair 
of defects of the nerve trunk consist chiefly of com- 
plete suture, resection and end-to-end suture, and 
the conservative manoeuvres of neurolysis and partial 
resection. Resection is indicated when the extent 
and nature of the lesion prohibit a sufficient down- 
growth of regenerating fibers to insure adequate 
motor and sensory function. 

Neurolysis is performed practically every time 
a nerve exploration is undertaken since an endeavor 
is made to provide a normal bed for the freed nerve 
trunk. For the restoration of conductivity this 
operation is impracticable as it deals with extraneous 
lesions; therefore, it should be replaced by resec- 
tion and suture. 

The indications for partial resection, aside from 
technical objections, cannot be defined clearly except 
in theory and the procedure should be abandoned as 
a standard method of nerve repair. 

Success with end-to-end suture is often materially 
influenced by: (1) the degree to which the nerve can 
be mobilized by extensive anatomical exposure, (2) 
the stripping or even the sacrifice of muscular 
branches, (3) such displacement of the nerve as will 
shorten its course, and (4) the relaxation obtained 
by a change in the posture of the limb. In case of 
failure of end-to-end suture at the first exploration 
it is legitimate to re-explore after an interval and 
attempt repair in two stages. The author believes 
that success is attained by wide exposure of the 
nerve and not by so-called stretching of the nerve 
trunk. The latter does not diminish the gap. 

Bone shortening to facilitate end-to-end approxi- 
mation is justifiable only in case of an ununited 
fracture of the humerus accompanying a musculo- 
spiral nerve injury where the shortening of the bone 
is necessary preliminary to exploration and suture 
of the nerve. 

The nerve graft has long been employed in periph- 
eral nerve surgery. It is an acknowledged fact 
that axis cylinders can cross a gap and may utilize 
the channels afforded by the graft. A considerable 
number of motor and sensory fibers, however, must 
secure passage through the graft if the result is to 
be even partially successful. Until this step is 
accomplished the operation must be condemned on 
practical rather than physiological grounds. The 
surgeon must not relax his efforts to secure end-to- 
end union, however tedious the operation. 

The author’s conclusions and deductions are based 
on a series of 248 operations including 150 end-to-end 
sutures, 80 neurolyses, and 18 bridge operations. 
All of the bridge operations were complete failures. 

Suture operations performed within a period of 
eighteen months show little difference in the time 
of the onset of recovery or its rate and ultimate com- 
pleteness. 


Recrudescence of infection after suture occurred 
in a number of cases and caused delay or cessation 
of recovery. 

The distance of the line of suture from the spinal 
centers or, conversely, from the distal extremity of 
the limb, is an important factor in the prognosis 
of the regenerative process. Recovery in the proxi- 
mal muscles begins at an early or late date according 
to the proximity of the sutures to the spinal cord 
and occurs in regularly descending fashion in accor- 
dance with the anatomical origin and distribution of 
the motor branches. The author and Stracker have 
found that recovery does not occur before one year 
following suture in the distal muscles supplied by 
the musculospiral, median, or ulnar nerves, this being 
irrespective of the level of suture. Therefore the 
time taken for neurotization of the distal muscles is 
not entirely dependent on the distance which down- 
growing axons have to travel. 

It does not appear that the perineural surround- 
ings influence recovery after nerve suture except 
when the nerve trunk has been subjected to the 
friction of a bony groove. 

Continuance of active interstitial neuritis in the 
proximal nerve is a cause of delay or failure which 
may be avoided by free resection before suture is 
attempted. 

The results of the 80 neurolyses included partial 
and complete recoveries and complete failures. In 
75 per cent of the cases showing improvement it has 
been impossible to prove that the operation alone 
was responsible. The limitations of the operation as 
a definite factor in the surgical treatment of lesions 
of nerves due to warfare should be fully realized. 

A. C. Jounson, M.D. 


Thorburn, W.: Remarks on Posterior Rhizotomy 
for the Relief of Pain. Brit. M. J., 1921, ii, 629. 


The author briefly reviews the literature on pos- 
terior rhizotomy for the relief of pain. The first 
recorded case was that reported by Bennett who 
divided the posterior lumbosacral roots for sciatica. 
Hhrsley, Chipault, Abbé, and others have performed 
this operation. In the earlier scattered cases the 
results were doubtful, but in some a persistent 
neuralgia was completely cured. The publication of 
Foerster’s work in 1914 brought the subject into 
prominence. Foerster adopted rhizotomy prin- 
cipally in the following conditions: (1) spastic 
symptoms of the lower limb, (2) gastric crises of 
locomotor ataxia, and (3) various types of pain. The 
author discusses the last two conditions as he does 
not consider operation for the spastic symptoms of 
the lower limb very satisfactory. 

Gastric crises are divided into two groups: 
(1) the vagal, in which there is marked nausea with 
little pain or hyperesthesia, and (2) the sympathetic, 
in which pain and hyperesthesia are common, but 
nausea is not very prominent. Rhizotomy is 
recommended principally for the latter type, and 
bilateral resection of the fifth to the twelfth dorsal 
roots is done. The histories of two patients with 
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gastric crises who were operated on in 1914 are 
reported. After a six-year interval one of these 
showed complete immunity and the other marked 
improvement. 

Attention is called to the postoperative complete- 
ness and permanence of the anesthesia and the total 
absence of trophic changes in the affected parts. 
In these respects the results of the operation con- 
form to those produced by dividing the sensory 
roots of the gasserian ganglion. 

Two cases are reported in which rhizotomy was 
done for brachial neuritis following severe trauma. 
The results were not good and at operation there 
was evidence that the inflammatory process had 
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extended to the central nervous system. In the 
published records the best results were obtained 
when the neuralgia was limited. The comparative 
success of the limited operation must be due to some 
other factor not fully explained. 

The dangers of the operation in experienced hands 
are much less than it would appear from the pub- 
lished results. Surgeons experienced in laminec- 
tomy agree that the operation is not more dangerous 
than laparotomy. Even if the results with regard 
to the cure of pain are still somewhat uncertain, it 
is unquestionably well worth while to give the 
patient the prospect of cure or relief offered by 
posterior rhizotomy. Mekrte R. Hoon, M.D. 


MISCELLANEOUS 


CLINICAL ENTITIES — GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Rosenfeld, A. S.: Idiopathic Purpura with Un- 
usual Features. Arch. Int. Med., 1921, xxvii, 465. 


Rosenfeld describes two cases of idiopathic pur- 
pura which showed a familial tendency, the patients 
being brothers. Repeated joint hemorrhages with 
symptoms of Henoch’s purpura were present in 
both. In one case spontaneous fracture occurred. 

Such familial cases of purpura seem to indicate 
that the condition is a definite entity. It would 
seem that in certain families there is an inherent 
weakness of the germ plasm which manifests itself 
either in a deficiency of blood platelet formation or 
primary vascular degeneration, or both. 

Morris H. Kann, M.D. 


Miller, R.: A Fatal Case of Coeliac Infantilism, 
with Comments on the Morbid Anatomy of 
Ceeliac Disease. Lancet, 1921, cc, 743. 


The patient, a child 2 years of age, had a normal 
birth, and nothing abnormal was noticed until he 
was weaned. At this time feeding difficulties began 
with a tendency to looseness of the bowels. The 
mother stated that for six months he had had severe 
diarrhoea which caused wasting. The stools were 
pale and offensive and the abdomen was large. 
There was periodic swelling of the hands, feet, and 
eyelids. A provisional diagnosis of abdominal tuber- 
culosis was made. The patient was discharged 
slightly relieved. 

Nine months later he was seen again at the dis- 
pensary. The diarrhoea and cedema had been 
worse and the child had not grown for six months. 
Bismuth and opium checked the diarrhoea. 

Nine months later the patient was again registered 
as an out-patient and under treatment was fairly 
well for six months. 

When 4% years of age he was again admitted 
to the hospital. The abdomen was large but showed 
no tuberculosis. The stools were typical of coeliac 
disease. In the hospital the diarrhoea lessened, 
but there was no gain in weight or height. 


One year later the patient was seen once more. 
He was markedly under normal weight and develop- 
ment. His stature was that of a child between 2 and 
3 years of age but his facial expression was nearer 
that of his own age. His teeth had been extracted 
for caries. There was no evidence of rickets. The 
abdomen was large but no masses were present. 
The bowel movements were the same as before. 

On a special diet low in fat the diarrhoea lessened, 
but the patient continued to lose weight. Fer 
three weeks he then seemed to be improving but 
at the end of this period he had a sudden attack 
of fever and severe diarrhoea with blood and mu- 
cus which was followed in eighteen hours by 
collapse and death attributed to influenza. 

The noteworthy findings at autopsy were copious 
deposits of fat in the omentum, hemorrhagic 
changes in the adrenals, and injection of the mucosa 
of the colon without ulceration. There was no 
evidence of tuberculosis or chronic inflammation 
of the intestinal tract. 

This case shows that coeliac disease sufficiently 
persistent to produce infantilism and associated 
with oedema of the “alimentary” type may exist 
apart from structural changes in the pancreas, 
liver, and intestine. The excessive fat wastage is 
independent upon morbid changes in these organs. 
The lack of growth may be due to a secondary 
enteritis. The enlarged abdomen of cceliac disease 
is due to the excessive fat deposits in the omentum 
and abdominal wall. 

Postmortem records of three other cases were 
found in the literature. Close consideration of these 
failed to prove that the excessive fat loss in the 
stools is due to an enteritis. If this view is correct, 
it follows that the defective fat absorption in cceliac 
disease must be due to a fault in digestive secretion, 
probably in the bile. Mertz R. Hoon, M.D. 


Chagas, C. P.: A Case of Carcinoma of the Matrix 
of the Nail (Carcinoma da matriz da unha). 
Brazil-med., 1921, xxxv, 233. 

The patient was a man of 60 who had had bubo 
at the age of 18 and gonorrheea later. Subsequently 
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he suffered from rheumatism of the right knee which 
was cured by potassium iodide treatment. About 
twenty years before he was seen by the author 
he sustained an injury of the second toe and the 
great toe of the right foot. About eighteen months 
previously he noticed a thickening of the nail on the 
right great toe which was painful when he put on 
his shoes. The nail continued to increase in thick- 
ness and finally split in different directions until it 
became a large, horny mass occupying the bed of 
the nail. In the center of this mass was a small 
denuded and ulcerating area. 

Microscopic examination of the excised growth 
showed it to be a carcinoma of the matrix of the 
nail. Two illustrations show its histologic structure. 
In Heller’s ‘Diseases of the Nails,’ published in 
Berlin in 1900 only three similar cases are described. 
The author’s case has not been under observation 
long enough to warrant the assumption that the 
danger of recurrence has passed. 

A. G. Morcan, M.D. 


SERA, VACCINES, AND FERMENTS 


Sordelli, A.: The Presence of Normal Antibodies 
in the Blood (La presencia de anticuerpos normales 
en la sangue). Rev. Asoc. méd. argent., 1920, 
XXxiii, 108. 

The presence of normal antibodies in the blood 
may be due to: (1) the passage of antibodies from 
the maternal blood during uterine life; (2) the assimi- 
lation of antibodies during lactation; (3) the paren- 
teral introduction of bacteria, antigens, proteins, 
products of autolysis, or secretions; (4) their spon- 
taneous appearance as an organic reaction without 
any apparent cause. The fourth type is completely 
distinct from what is known as artificial or acquired 
immunity, and its differentiation from the other 
types is very difficult, if not impossible. 

The author has determined’ the quantity of anti- 
toxin in the circulation in a large number of patients. 
In these investigations his most important finding 
was that the content of normal antibodies increases 
with the age of the subject. W. A. BRENNAN. 


Cheinisse, L.: Autoserotherapy and Autohem- 
otherapy in Skin Diseases (L’autosérothé- 
rapie et l’auto-hémothérapie dans les dermatoses). 
Presse méd., Par., 1921, Xxix, 345. 


In 1911 Mayer and Linser treated herpes in a 
pregnant woman with injections of blood serum 
from a healthy pregnant woman. This treatment 
was based on the theory that normal pregnancy 
provides antitoxins for the toxins developed during 
that condition and on the assumption that the serum 
from a normal pregnant woman would supply the 
deficient antitoxins in the patient’s blood. While 
the results were good, the theory was poor for it was 
soon found that normal serum from any source had 
the same effect. 

In 1913 Spiethoff treated various dermatoses 
with serum taken from the patients themselves. 


He drew 50 to 100 c. cm. of blood from the arm 
vein, separated the serum by centrifugalization, 
inactivated it by heating to 55 or 56 degrees for 
half an hour, and injected from 10 to 25 c. cm. into 
the patient’s veins. This was repeated two to three 
times a week until six injections had been given. 
Ravaut went a step further; instead of injecting the 
patient’s serum he simply re-injected his blood. 
This he found to be as efficacious as the serum. 

Though the two methods give similar results the 
author believes they obtain them by a different 
mechanism. In a recent work Widal, Abrami, and 
Brissaud state that Ravaut’s method of auto- 
hzmotherapy owes its effect to non-specific desen- 
sitization. Cheinisse believes that the results of 
Spiethoff’s autoserotherapy are due to colloid 
shock. Widal and his collaborators have shown 
that blood serum introduced into the circulation 
acts as a foreign protein. This assumption is 
strengthened by the fact that autoserotherapy was 
used successfully in a series of infectious diseases 
including angina, gangrenous soft chancre with high 
fever, infectious erythema, and severe prostatitis 
with extensive infiltration of the pelvic wall. The 
difference in mechanism is important in determining 
the indications for the use of the two methods. 

A. G. Morcan, M.D. 


Landauer, F.: The Treatment of Surgical Tuber- 
culosis with Partial Antigens ([rfahrungen ueber 
die Behandiung der chirurgischen Tuberkulose mit 
Partialantigenen). Zischr. f. Tuberk., 1921, xxxiii, 
261. 

For details as to the method the reader is referred 
to the well-known works of Deycke, Much, and 
others. There are not many publications giving the 
results of the treatment of surgical tuberculosis 
with partial antigens. The author reports the use 
of this method in mild and moderately severe cases 
in conjunction with the usual surgical measures and 
roentgen-ray therapy. These cases included three 
of bone and joint tuberculosis, four of gland tu- 
berculosis, and one of tuberculosis of soft parts. 

The fat antibodies predominated over the pro- 
tein antibodies. The intracutaneous reaction is 
rejected as unreliable. Landauer believes that par- 
tial antigen treatment is of value in many cases but 
is not any better than Koch’s old tuberculin method 
and some others. Kocn (Z). 


Bier, A.: Protein Therapy (Heilentzuendung und 
Heilfieber mit besonderer Beruecksichtigung der 
parenteralen Protein Koerpertherapic). Muenchen. 
med. Wehnschr., 1921, \xviil, 163. 


Bier states that he was the first to suggest protein 
therapy. He first injected blood from another 
species. The blood is broken down in the body into 
which it has been injected and when disintegrated 
acts as a stimulant to all the cells of the body, 
causing a curative fever. It affects more especially, 
however, the focus of inflammation—and almost all 
foci of disease are in a state of inflammation— 
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because the cells of this area have a greater irri- 
tability than the cells of the rest of the body. 
Weichardt’s theory of the activation of proto- 
plasm helps to explain the action of the protein 
bodies, but is nothing particularly new as functional, 
nutritive, and formative stimuli were discussed in 
detail by Virchow. All the effects of protein therapy 
were learned long ago from the infusion of animal 
blood. Bier demonstrated the increased reaction of 
the inflamed tissue. New points he has observed 
are increased excretion of urine, increased excretion 


of milk, absence of severe thirst and dryness of the , 


mouth, and the hemostatic effect of the transfu- 
sion. 

With the introduction of the term “‘activation of 
protoplasm” there is danger that the question of 
curative fever and curative inflammation will be 
regarded as settled. Bier has previously shown 
that pain is not one of the characteristic cardinal 
symptoms of inflammation, but is only one of 
the results of the injury caused by the inflammation; 
also that destruction of function is a result of the 
injury. He shows that both these conditions may 
be overcome by an increase in the inflammation. 
He points out that an inflamed part sometimes 
functions more actively than a part that is normal, 
as for instance the nasal mucous membrane in cor- 
yza. The focus of inflammation shows an increased 
irritability; it may react strongly to stimuli which 
would be only slightly stimulating to a normal organ. 

It is true, as Schulz said years ago, that in protein 
therapy small doses have a stimulating action, 
large ones a paralyzing effect; that the effect varies 
in different persons and is different in the normal 
and the diseased person. Bier knew and proved 
long ago that the proteins act by becoming dis- 
integrated. He knew also what is now being brought 
forward as new, namely, that an increase of the 
inflammation has a curative effect. It is only a 
question of changing a chronic into an acute inflam- 
mation. Just as a constricting bandage has a 
different action on a diseased and a normal limb, 
so do many other agents act differently on diseased 
and normal organs. It is all a matter of dosage. 
The practical advantage of protein therapy over 
the use of other remedial agents with essentially 
the same effect is that in the former the dosage is 
easily controlled and there are few unpleasant by- 
effects. HouMEIER (Z). 


BLOOD 


Butsch, J. L., and Ashby, W.: Factors in Reactions 
, after Blood Transfusions. York M. J., 1921, 
cxiii, 513. 

Seven hundred and thirty-seven transfusions were 
studied by the authors to find an explanation of the 
reaction. The sodium citrate method which is used 
routinely in the Mayo Clinic was employed and a 
uniform technique of observation was carried out. 

The cause of reactions was approached from the 
points of technique, the factors intrinsic to the 
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patient, and the factors involving both the patient 
and the donor. 

It seemed possible that a small amount of hemol- 
ysis of the first few cubic centimeters drawn might 
take place and a toxic product might be released. 
After about 50 c.cm. of the blood had been run into 
the citrate solution portions were centrifugalized 
and the supernatant fluid was observed for hemol- 
ysis. In the 3 cases showing hemolysis no connec- 
tion was found between it and the reaction to trans- 
fusion. 

The omission of saline solution which had been 
used in transfusions previously caused no decrease in 
the numbers of reactions. It was therefore assumed 
that chills from the saline had not been frequent. 
The washing of all utensils in strictly neutrai water 
caused no improvement in the percentage of re- 
actions. Neither did the treatment of new rubber 
tubing recommended by Stokes and Busman give 
results to indicate that such tubing had been an 
important factor in transfusion reactions. Desen- 
sitization of the patient was attempted by protract- 
ing the transfusion time to thirty minutes. In 4 
patients thus treated there were 2 severe reactions. 

Certain points regarding the condition of the 
patient were then observed. It was found that the 
tendency to reaction was least when the initial 
temperature was normal and increased with an 
increase in the initial temperature. In 265 cases 
the hemoglobin percentages showed a definite 
relation to transfusion reactions, the lower per- 
centages giving the greater number of reactions. 
In a series of 11 patients receiving from 3 to 7 trans- 
fusions none developed hemolysis against like group 
corpuscles. Previous transfusions apparently have 
no desensitizing effect. The lower percentage reac- 
tions obtained in some instances in second and third 
transfusions in aseries of 84 cases appeared to be due 
to factors such as improved hemoglobin, tempera- 
ture, and possibly blood volumes. 

In studies on both the patient and the donor the 
slight possibility of intergroup agglutination was 
eliminated by 120 tests in which no evidence of 
agglutination was found. Precipitin tests in 61 
cases were negative, and there was no evidence of 
any intrinsic compatability or incompatability be- 
tween a given patient and donor. The most inter- 
esting study, although the results were negative, 
was that of the effect of the digestive period on the 
reaction. A certain proportion of the patients and 
donors were fasted previous to and following trans- 
fusion. MartTHA ALpRICH. 


Sanguinetti, A.: The Mechanism of Adrenalin 
Leucocytosis (Il meccanismo produttore della 
leucocitosi adrenalinica). Policlin., Roma, 1921. 
xxviii, sez. mied., 97. 


In 1914 Abl showed that the injection of a milli- 
gram of adrenalin in cases of hemolytic icterus and 
leukemia is followed by a marked reduction in the 
size of the spleen. Soon afterward Sanguinetti 
studied the blood changes caused by the injection oi 
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adrenalin in cases of leukemia, hereditary syphilis, 
chronic tumor of the spleen of unknown origin, and 
malaria. 

He found that the spleen decreased in size, 
though not to the extent observed by Abl. This 
decrease followed the injection almost immediately, 
occurring before the rise in arterial pressure. The 
spleen returned to its original size soon after the 
blood pressure had returned to normal. After the 
decrease in the size of the spleen there was an in- 
crease in the red and white corpuscles which reached 
its maximum within thirty to forty minutes. The 
increase in the leucocytes was greatest in the cases 
of leukaemia, rising to twice, and in one case to three 
times, the former number. An increase in the 
mononuclears involving a decrease in the percentage 
of polynuclears was noted in every instance. In 
the cases of leukwmia there was an increased per- 
centage of immature forms. 

There has been considerable discussion regarding 
the cause and significance of this increased leucocy- 
tosis caused by adrenalin. The author discusses the 
literature of the subject, giving the conclusions of 
various writers. A change in the leucocyte count is 
caused by very many different factors, such as di- 
gestion, inanition, pregnancy, parturition, epileptic 
attacks, tetanus, stimulation of the skin by the fara- 
dic current, and change of temperature. The changes 
due to cold seem to be analogous to those caused by 
adrenalin. Cold increases the number of leucocytes, 
while heat decreases it. The author reviews also the 
literature of this phase of the subject. To determine 
whether the change in the number of leucocytes as- 
sociated with changes of temperature was due to 
changes in the blood-forming organs, Rovighi gave 
local baths of different temperatures. He found 
that the leucocytosis of the regional vessels was 
changed. This fact indicated that the variation was 
due to changes in the blood current from the 
capillaries to the tissues. 

In the belief that adrenalin leucocytosis also is 
due to circulatory changes rather than to changes in 
the spleen or other blood-forming organs Sangui- 
netti carried out experiments to determine whether 
the injection of adrenalin in a narcotized dog 
would cause an increase in the white cells in the 
splenic vein before this increase appeared in the 
peripheral capillaries and whether there would 
be any increase in the number of leucocytes in the 
lymph flowing from the thoracic duct. He also 
examined patients to discover whether a local 
vasodilatation would cause the disappearance of the 
adrenalin leucocytosis and whether a leucocytosis of 
the capillaries of the finger is associated with a 
relative leucopenia of the veins of the forearm. He 
gives the details of his experiments and sums up his 
conclusions as follows: 

The blood from the capillaries: of the ear of the 
dog showed a marked increase in the number of 
white cells, while blood taken from the splenic vein 
immediately before showed a progressive decrease 
in the numbers of red and white cells, The increase 


in the leucocytes in the capillaries of the ear of the 
dog was not preceded by any increase in the white 
cells of the lymph from the thoracic duct. In the 
clinical cases a cold bath of one hand (at 40 degrees 
for five minutes) caused a decrease or the disap- 
pearance of the adrenalin leucocytosis. While 
there was a marked increase in the leucocytosis of 
the capillaries of the finger, there was no change in 
the vein of the arm. 

From these facts it seems evident that adrenalin 
leucocytosis is due to local changes rather than to 
an alteration in the whole volume of the blood; 
that it is due to the constriction of the small vessels 
and the capillaries caused by the adrenalin. In 
normal persons the changes may be slight if the 
examination of the blood is made before the adrena- 
lin has had time to act on the peripheral vessels or 
the quantity of adrenalin used was insufficient. 


‘While pressure on abdominal organs may give rise to 


an increase in the number of red and white cells in 
the general circulation when these organs are affected 
by stasis, the increase is due as a rule to changes in 
the capillary circulation. The author admits that 
it is difficult to explain the relative lymphocytosis 
on this hypothesis but claims that this fact does not 
affect the validity of his general statements. 

Sanguinetti proposes to carry out further experi- 
ments to show that certain characteristics of the 
cells themselves, their specific weight, viscosity, etc., 
determine their special distribution in the capillary 
region in which the circulation is profoundly changed 
by the action of adrenalin. Another point in favor 
of his hypothesis is that in the capillaries the mono- 
nuclears are increased and the neutrophiles are 
decreased, while in the veins there is a relative in- 
crease of neutrophiles and a decrease of mono- 
nuclears. The article is supplemented with a 
bibliography of thirty-five titles. 

Auprey G. Morcan, M.D. 


BLOOD AND LYMPH VESSELS 
Martinez, F. F.: Abdominal Arteriosclerosis and 
Obliteration of the Mesenteric Arteries (La 
arterio-esclerosis abdominal y la obliteracién de las 
arterias mesentéricas). Semana méd., 1921, xxviii, 
297. 

When the patient was first seen the symptoms 
suggested acute peritonitis due to perforation of a 
gastric ulcer. Although more than thirty-six hours 
had elapsed since their onset, it was decided to 
operate, but the patient died while the preparations 
were being made. 

Autopsy showed the stomach to be absolutely 
normal without the slightest sign of ulcer or per- 
foration. The greater part of the intestine also was 
normal, but in the center was a much distended, 
thick, and hard loop with a gangrenous surface 8 
cm. long which involved its entire circumference. 
The contiguous mesentery was hard and thickened. 
The veins were normal, but the arteries in this site 
were hard, rigid, and thick, and in some points solid. 
The condition was therefore diagnosed as intestinal 
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arteriosclerosis which had led to obliteration of a 
branch of a mesenteric artery. 

The author discusses the etiology, symptoms, and 
diagnosis of abdominal arteriosclerosis. 

Occlusion of the mesenteric vessels should be 
suspected whenever there is paroxysmal abdominal 
pain with blood in the vomitus and hemorrhagic 
diarrhoea followed by intestinal occlusion. Occa- 
sionally, however, the hemorrhagic character of 
the vomitus and faces is absent. The majority of 
the known cases were diagnosed during laparotomy 
or at autopsy. p 

When surgical intervention is called for the zone 
occluded by hemorrhagic infarcts must be widely re- 
sected. W. A. BRENNAN. 


Holst, S. F.: Ligation of the Hepatic Artery 


(Unterbindung der Arteria hepatica propria). Norsk *‘ 


mag. f. Legevidensk., 1920, Ixxxi, 1182. 


Gastric resection was performed on a man of 66 
for cancer of the stomach. In order to remove the 
“suprapyloric” gland, which was the size of an 
almond, lay just above the pylorus, and _ in- 
filtrated by the cancer, the ligature was placed at 
the upper end of the gland. The ligatures enclosed 
a vessel running downward which was thought to 
be the gastroduodenal artery. After it had been cut 
it was found to be the hepatic artery. The main 
trunk of the common hepatic artery ran, as usual, 
along the upper border of the pancreas. After 
giving off the right gastric artery, the vessel con- 
tinued in an arch downward because of retraction 
and gave off the gastroduodenal artery. The hepatic 
artery had been cut on the side toward the liver 
from this point. An attempt to suture it failed 
because of the presence of arteriosclerosis, There 
was no icterus after the operation and the quantities 
of ammonia and amino-acids in the urine were nor- 
mal. Death occurred eight and one-half days later. 

At autopsy the liver was found to weigh 1,150 gm. 
The left lobe was small, flabby, and wrinkled; on 
the surface were large necrotic spots, some of which 
were hemorrhagic. The right lobe was of the usual 
size and shape and, on the whole, normal, showing 
only a few hemorrhagic spots. To the median side 
of the impermeable suture of the hepatic artery was 
an obturating thrombus 3 cm. long. After careful 
dissection a small artery was found in the ligamen- 
tum teres hepatis which extended up into the right 
lobe of the liver. This explained the satisfactory 
functioning of the liver after the operation and the 
. pathologic finding on autopsy but made the fatal out- 
come rather surprising. No intra-abdominal reaction 
was noted. The author suggests that death might 
have been due to toxemia caused by the partial 
necrosis of the liver. Koritzinsky (Z). 


Haubenreisser, W.: Lymph Drainage in Elephan- 
tiasis Cruris (Lymphdrainage bei Elephantiasis 
cruris). Zentralbl. f. Chir., 1921, xlviii, 42. 


The essential point in Payr’s operation is that, in 
addition to bringing about a connection between the 
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subcutaneous and the deep intermuscular lymph 

‘tracts, a result accomplished also by the methods 
of Lanz, Oppel and Kondoléon, the muscles are 
utilized in such a way that their action hastens the 
— stream. The technique is described as fol- 
ows: 

After the elephantiasis has been decreased by 
raising the leg, bandaging, massage, and similar. 
measures, an incision is made down to the fascia 
on the inner and outer sides of the leg, beginning 
about three finger-breadths above the head of the 
fibula. The fascia is laid bare along the whole length 
of the incision, and a strip of it, 5 to 8 cm. 
broad, is dissected free from the muscle and 
excised. Hemostasis is then effected, the lower, 
hard layer of the subcutaneous cellular tissue on 
both edges of the wound is excised, and the muscles 
which have been laid bare are sutured to the free 
edges of the fascia and the subcutaneous cellular 
tissue with silk sutures § cm. apart. The skin 
is then carefully sutured, a sterile dressing and a 
rubber bandage are applied, and the leg is placed in 
suspension. 

The same operation is used for elephantiasis 
above the knee. The wounds heal by first inten- 
tion. On the second or third day the swelling sub- 
sides and the pain ceases. The after-treatment con- 
sists of massage, electrical stimulation, and exer- 
cise. 

In the past eight years six cases have been oper- 
ated onin this way. The first patient showed marked 
improvement six months after the operation. Four 
other cases have been examined since. One of the 
patients, a woman operated on in 1914, said that 
the leg had increased in size but that the pain was 
only slight. In the three other cases the circum- 
ference of the leg decreased from 39, 47, and 39.5 
cm. to 36, 40.5, and 38 cm. respectively. The 
last patient showed normal circumference of 
the leg the day after the operation, but developed 
erysipelas. Kempr (Z). 


GENERAL BACTERIAL INFECTIONS 


Thomson, D.: Research on the Biochemistry of 
Germs and Other Proteins, with Special 
Reference to the Problems of Immunity. 
Lancet, 1921, cc, 795, 849. 


In the preparation of gonococcal vaccine for the 
army the author noted that gonococci dissolved in 
10 per cent normal sodium hydrate solution were 
again precipitated by the addition of acids as a pro- 
tein substance which retained the antigenic proper- 
ties of the gonococcus itself. Injections of this 
precipitate show that it is about fifty times less 
toxic than the ordinary gonococcus vaccine and, 
with the increased dose tolerance of the patient, 
confers many more units of immunity. The acid 
supernatant filtrate contains the toxic element of 
the gonococcus. A protein substance in this is pre- 
cipitated by picric acid, ammonium sulphate, or 
xbsolute alcohol, On injection into patients with 
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gonorrheeal urethritis this substance greatly in- 
creases the urethral discharge and causes an intense 
local reaction even when it is neutralized before 
injection. 

The non-toxic gonococcus vaccine is composed of 
a gonococcus meta-protein, while the acid super- 
natant fluid contains primary and secondary gono- 
toccus proteoses. Ox heart and pea flour also were 
found to contain proteins splitting up into meta- 
protein, primary proteose, and dentero-proteose. 

Experiments on gonorrhoeal patients .demon- 
strated that the primary and secondary proteoses 
are not more toxic than the meta-protein. The 
proteoses, however, have a strong provocative 
effect on a latent focus, as in chronic urethritis or 
iritis. They may be of value as a criterion of cure 
in urethritis, but are too dangerous to be used in 
iritis. The proteoses have strong antigenic power 
in the complement-fixation test, especially when they 
are precipitated with absolute alcohol. 

Although all germs, and apparently all proteins, 
were found to be more or less soluble in alkali, 
some, such as the gonococcus, appeared to dissolve 
entirely, while others, such as diphtheroids and the 
tuberculosis bacillus, dissolved only partially. In 
every instance, however, a considerable portion was 


dissolved in the alkali; all gave the protein color. 


tests. Meta-protein was always thrown out by the 
addition of acids, and the acid supernatant fluids 
always contained proteins resembling proteoses. 

Further analysis of the tuberculosis bacillus 
showed it to be made up of four components: 
(1) alkali-soluble meta-protein and proteoses, (2) 
acid-soluble meta-protein and proteoses, (3) an 
alcohol-soluble substance, and (4) a chloroform- 
soluble substance. 

Analysis of large quantities of other bacteria 
showed them to be made up in varying proportion 
of Components 1, 2, and 3, as the tuberculosis 
bacillus, but not all contained the chloroform-sol- 
uble element. The author presents volumetric 
tables for six types of bacteria. 

Further investigations on patients showed that 
the acid-soluble and alcohol-soluble components 
have as good antigenic powers as the alkali-soluble 
component. This apparently disproves Pick’s 
theory that the alcohol-soluble “‘lipoids” are toxic 
and non-antigenic. 

The second part of the article is given over to a 
detailed description of the preparation of detoxi- 
cated vaccines from the various non-toxic elements 
of the bacteria. Thomson uses a volumetric method 
to determine dosage. In comparing his own method 
of extracting the poison from the germs and other 
proteins with that of Vaughn, he concludes that the 
former is superior as it does not necessitate boiling 
and consequently there is no reduction in the anti- 
genic power of the non-toxic residue. His work on 
the toxins themselves is incomplete, but he is able 
to show a striking similarity between the toxins of 
germs obtained in the detoxicating process and the 
toxic substances in the urine which probably repre- 
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sent the toxic waste products produced in the tissue 
metabolism of the living body. 

The endotoxic substance has no value in the pro- 
duction of immunity to a given bacterium. It is 
chemically different from the exotoxins such as 
those of diphtheria, tetanus, and snake venom, as 
it is different from the non-toxic protein substance 
in the germ body itself. The idea that the severity 
of the reaction to a given protein substance is an 
index of its immunizing power is erroneous. 

The author discusses the compound nature of 
protein antigens and gives a probable explanation 
of collateral immunity and non-specific vaccine 
therapy. It is recognized that typhoid vaccine, the 
proteins of milk, proteoses, and other protein split- 
products are therapeutically beneficial in gonorrhceal 
rheumatism and similar conditions. This has been 
explained on the basis of “‘protein shock,”’ and the 
conception that the temperature rise is in part 
responsible for the benefit inasmuch as it has been 
shown that overheated animals are more resistant 
to bacterial infection and produce antibodies more 
abundantly than those at a normal temperature. 

In explanation of collateral immunity Thomson 
says that all proteins contain the same alkali- 
soluble, acid-soluble, and alcohol-soluble substances, 
but the amounts vary with the type of tissue or 
bacterium under consideration. The alkali-soluble 
and acid-soluble substances from proteins are com- 
plex and made up of several types of proteins which 
may be separated by fractional precipitation. 
Therefore the antibodies produced from any specific 
protein or germ will be mostly against the dominant 
fraction. On this basis the author explains the 
greater benefit of specific vaccine therapy. 

Frank S. ScHooNOvER, M.D. ' 


ROENTGENOLOGY AND RADIUM THERAPY 


Merritt, E. A.: The Possibilities of Intravaginal 
X-Ray Therapy, with a Description of the 
Technique. J. Radiol., 1921, ii, 29. 

While radium is superior to the X-ray in the 
treatment of cavities, it is not within the reach of 
all, and even when it is available there are some 
cases in which the roentgen rays would be pre- 
ferred if they could be used conveniently. There- 
fore the author has devised a technique which ren- 
ders the vagina and cervix readily accessible with 
comparatively little discomfort to the patient. 

The patient is placed in the dorsal position with 
the hips well elevated. The thighs are flexed to a 
right angle to the body, abducted, and held thus by 
overhead suspension. A specially constructed cylin- 
drical glass speculum with an aperture of 1% in. 
is inserted into the vagina through a square of lead 
large enough to protect the perineum. The tube is 
placed in position with the treatment cone practi- 
cally in contact with the external genitalia, care 
being taken to pull aside the high-tension feed wires 
so that they will not come into contact with the 
patient. At a 12 in. distance, an intravaginal area, 
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3 in. in diameter, receives the full intensity of 
radiation. 

A case of basal-celled carcinoma of the cervix, 
which is described in detail, was treated in this 
manner with marked benefit. When first seen it 
was inoperable; after about six months of treat- 
ment, during which time the patient received at 
intervals a total dosage of one hour and fifty min- 
utes of unfiltered roentgen rays from a Coolidge 
tube passing 6 ma. at an anode cervix distance of 
12 in. backing up an 8-in. gap for fifteen and twenty 
minutes at each treatment. In addition to this, 
cross-firing through skin areas — four anterior and 
four posterior — was resorted to with the ordinary 
deep-therapy technique at the usual intervals. 

The very definite improvement in the appear- 
_ance of the growth at the time of the second intra- 
vaginal raying left no doubt that the malignant 
cells were rapidly responding to the rays directed 
into the vagina as the cross-firing from without was 
wholly inadequate to have caused any material 
change in this brief period. 

Hartunc, M.D. 


Carman, R. D., and Carrick, W. M.: The Roent- 
genological Aspects of Osteitis Deformans 
(Paget’s Disease) ; with Reports of Fifteen Cases. 
J. Radiol., 1921, ii, 7. 

The authors present the histories and the clinical 
and roentgenological findings of 15 cases of osteitis 
deformans seen at the Mayo Clinic among 237,000 
admissions in six years. Four cases were at first 
diagnosed as bone metastasis but further study 
and re-examination of other bones led to the cor- 
rect diagnosis of Paget’s disease. Paget, in 1876, 
first reported 5 cases; since then, approximately 250 
have been reported. 

Arteriosclerosis, syphilis, trophic disturbances, 
and faulty metabolism have been mentioned but 
not substantiated as the cause of the disease. The 
skull and long bones are most frequently affected. 
Softening and thickening of the bones with bowing 
of the weight-bearing bones are first seen. These 
changes are followed by the production of poorly 
calcified bone which takes on an ivory-like hard- 
ness after a period of years. 

The bones of the skull usually show marked thick- 
ening, in some cases to four times the normal; the 
inner table is dense and the outer table finely porous, 
producing in the roentgenogram a fuzzy appearance 
of the calvarium. Nodular deposits of bone are 
irregularly distributed over the vertex. These 
cranial changes are of great value in the differential 
roentgenological diagnosis. 

Clinically, osteitis deformans is a disease of mid- 
dle or late life. In this series the age varied from 37 
to 70 years. Males are more frequently affected 
than females. The onset is insidious and slowly 
progressive. Pain of a neuralgic or rheumatic type 
or thermal paresthesias over the tibia may be the 
first symptom. Bowing of the legs is an early change 
when the lower extremities are affected. The 
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patient’s general appearance and posture are very 
characteristic. The size of the head, which is car- 
ried forward and is triangular in shape, is increased. 
There is loss of height, the shoulders are rounded, 
the chest is sunken, and the abdomen pendulous. 
The legs are bowed forward and outward, and the 
gait is awkward. Spontaneous fracture in these 
cases is rare. 

The course of the disease is protracted. Death 
results from some intercurrent disease. 

Roentgenological findings show porosis, new bone 
formation, and hyperostosis. Later, marked sclero- 
sis with a decreased permeability to the X-ray is 
found. Osteomalacia, syphilis, osteomyelitis, and 
metastatic malignancy must be distinguished. The 
first three are not difficult to rule out. 

Metastasis of the osteoplastic type may be easily 
mistaken from the X-ray standpoint for osteitis 
deformans, especially when the latter occurs in the 
lumbar spine and sacro-iliac region. Here a very 
careful search should be made for a primary malig- 
nant source, and other bones, particularly the skull, 
should be roentgenographed for evidences of oste- 
itis deformans. Another differential point is the 
fact that the bodies of the lumbar vertebre are 
flattened and possibly widened to some extent in 
osteitis deformans, whereas in malignancy there is 
little if any change in their shape. 

The following conclusions are drawn: 

1. A clinical diagnosis of osteitis deformans is 
not always possible, especially in the early stages. 
In the cases of patients complaining of obscure bone 
pain with deformity a careful roentgenographic 
study should be made of many bones. 

2. Metastasis to the bone must be considered 
when osteitis deformans is diagnosed in the spine 
and pelvis. 

3. Many bones are involved by the disease 
process. Bone changes in the skull are pathogno- 
monic. Mer te R. Hoon, M.D. 


Hickey, P. M.: 
of Radium for Chronic Papillomata. 
Roentgenol., 1921, n.s.viii, 155. 


The patient had had a papilloma of the larynx 
for ten years. Examination showed the lumen of the 
larynx to be occluded with papillomatous masses 
which partially covered the epiglottis and false 
vocal cords. Efforts to remove the growth with 
forceps through a Jackson laryngoscope, by surgi- 
cal methods or local applications failed. Incomplete 
removal seemed to stimulate its growth. It finally 
became so large that it obstructed the larynx and an 
emergency tracheotomy was necessary. A thorough 
course of X-ray treatment then given was without 
benefit. External applications of radium given later 
were also without apparent beneficial results. 

The patient wore the tracheotomy tube for five 
years. Radium was then applied directly to the 
growth. Attempts to introduce it from above proved 
unsatisfactory. The tracheotomy tube was there- 
fore removed and a flexible bougie passed into the 
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trachea through this opening up through the mouth, 
a strong thread was attached to the end of the bougie 
and drawn down through the larynx and tracheo- 
tomy opening, and a 25 mgm. capsule of radium 
attached to this thread was drawn down until 
it rested in the upper opening of the larynx. The 
radium was left in position for one and one-half 
hours. The ends of the cords were fixed externally. 
Sedatives and local applications were given to pre- 
vent coughing. 

Considerable reaction followed this treatment, but 
the local condition improved considerably. <A 
second application was then given, the tube being 
placed in the larynx for one hour. This was followed 
by a mild reaction and partial disappearance of the 
tumor. 

Two months later a third application similar to 
the second was made. The growth then disappeared 
almost entirely, only a few tags remaining. The 
patient was able to dispense with the tube for a half 
day at a time. . 

In applying radium as described it is necessary to 
cocainize the larynx and trachea thoroughly, and 
to give an anodyne to prevent the cough reflex. 
Fluoroscopy is of aid in placing the tube properly. 
The bougie is best introduced from below upward. 

This method of treating laryngeal growths has 
been used for cancer of larynx, but the technique 
was modified somewhat to meet the conditions pres- 
ent. 

In cases in which itis desired to avoid a tracheot- 
omy, the radium capsule may be attached to an 
intubation tube and applied in the manner described. 

W. L. Brown, M.D. 


MILITARY SURGERY 


Gilberti, P.: War Wounds of the Skull (I cranici 
di guerra). Clin. chir., 1920, n.s. ii, 865. 

The author performed 171 operations for head 
injuries during the war, including 39 craniectomies 
and 30 plastic operations. He gives the histories 
of 16 of the cases. 

Early operation is indicated in practically every 
instance. There was practically unanimous agree- 
ment on this point at the Surgical Congress in Paris 
in 1916. Scalp wounds should be incised and exam- 
ined carefully for possible lesions beneath them. 
Absence of injury to the outer table of the skull 
does not prove that there are no injuries under- 
neath it, and in several cases the author has felt 
justified in opening the skull because of the clinical 
symptoms though no injury was apparent on the 
surface. He has found both supradural and sub- 
dural hemorrhages in such cases. 

If the skull is fractured, operation should be per- 
formed at once in a manner as simple as possible. 
Bone fragments should be removed, and in some 
cases of extensive loss of bone a plastic operation is 
indicated. Sometimes it is necessary to make a 
larger breach in the bone than is already present 
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to facilitate inspection, to prevent wounding the 
dura, or to relieve pressure. 

The author uses few instruments. ‘Those he 
employs are of the simplest, not only because this 
was rendered necessary by war conditions, but 
because it is possible to operate more rapidly with 
simple instruments, a factor of prime importance in 
brain surgery. Every effort should be made to 
spare and to preserve the dura mater. If it is intact 
it should not be incised unless this is rendered neces- 
sary by subdural hemorrhage. If it is opened or 
torn every bit of it which shows signs of vitality 
should be preserved. 

For operations on the skull Gilberti prefers gen- 
eral to local anesthesia. In some of his cases no 
anesthetic at all was given, advantage being taken 
of the patient’s unconsciousness. He has used semi- 
circular, crucial, L-shaped, and H-shaped incisions 
of the scalp, but in general prefers a linear incision. 

Examination for foreign bodies in the brain 
should be made with the X-ray. They should be 
removed with as little contusion of the brain sub- 
stance as possible. Hemorrhage from the longi- 
tudinal sinus should be controlled by tamponing, 
the tampons being removed after four or five days. 

There are various methods of cranioplasty. 
From his experience Gilberti concludes that the 
best method is that of Righetti-Durante in which 
the breach in the skull is covered with a flap of bone 
and periosteum from the patient’s skull. In 7 cases 
in which he used this method complete recovery re- 
sulted in 6. He believes that operations on the 
brain and skull are much less apt to be followed by 
late effects, such as Jacksonian epilepsy, if they heal 
by first intention. Therefore it is of the utmost 
importance to operate rapidly and under the strict- 
est asepsis. The patient should be kept under 
observation for a long time as Jacksonian epilepsy 
or psychic complications may not develop until 
later. A. G. Morcan, M.D. 


LEGAL MEDICINE 


Aggravation of Injury by Physician’s Mistake 
or Negligence. Yarrough vs. Hines (Wash.), 
192 Pac., R., p. 886. 


The direct result of the plaintiff’s injury was a 
fracture of the lower end of the fibula. His foot was 
put in a plaster cast and he was confined to the 
hospital for several weeks. About six months after 
the injury there was shortening of the tendon of 
Achilles which drew up the heel and caused drop- 
ping of the toes, a condition commonly known as 
““claw-foot”’ or “‘toe-drop.”’ 

The testimony very conclusively indicated that 
the condition of the foot was not necessarily the 
result of the injury, but might have been caused by 
improper placement of the foot in the plaster cast 
or some other improper treatment of the original 
injury. However, it was of little importance 
whether the plaintiff’s condition was the result of 
the original injury or an injury sustained in connec- 
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tion with the treatment of the original injury for 
the law states definitely that if the injured party in 
good faith and in the exercise of reasonable care 
employs a physician to treat his injury and the in- 
jury is aggravated through the mistake or negligence 
of his physician, such negligence or mistaken treat- 
ment of the physician does not become an interven- 
ing cause and the injured party may recover dam- 
ages for the injury he sustained, including the ag- 
gravation thereto resulting from the mistaken or 
improper treatment. J. A. CASTAGNINO. 


Complaint For Not Obeying Order of Health 
Officer—Proof of Order. Cily of Roslyn vs. 
Pavlinovich (Wash.),1¢2 Pac. R., p. 885. 


The complaint charged that on or about October 
23, 1918, the defendant committed the offense of 
violating Section 1 of Ordinance 161 of the City of 
Roslyn in that he did willfully and unlawfully 
refuse, fail, or neglect to comply with the legal 
order of the health officer of the city in that he 
permitted people to congregate at his place of 
business at No. 12 Pennsylvania Avenue, in said 
city, and play cards therein, etc. Section 1 of the 
ordinance mentioned provides that it ‘‘shall be un- 
lawful for any person to refuse, fail, or neglect to 
comply with any legal order of the health officer” 
of the city. It seemed plain to the court that the 
complaint very directly charged that the defendant 
violated that ordinance by failing and refusing to 
obey certain health orders and regulations made by 
the city health officer. This was sufficient to charge 
a misdemeanor. J. A. CasTAGNIno. 


Sufficient Indictment of Unlawful Sale of Cocaine. 
Dean vs. United States, 266 Fed. R., p. 694. 


An indictment charged the defendant with pur- 
chasing, selling, dispensing, and distributing cocaine 
in and from a certain tin box which was not the 
original stamped package containing said cocaine, 
and with having in his possession said tin box con- 
taining cocaine which did not have affixed thereon 
appropriate tax-paid stamps as required by the 
Harrison Narcotic Law. The Harrison Narcotic 
Law states that such purchase or sale, except from 
original stamped packages, is an offense. The 
possession of unstamped packages is prima facie 
evidence of such offense. J. A. CAsTAGNINo. 


Amputation by the Forbes Operation Deemed at 
Ankle. Joncs vs. Continental Casualty Co. (Iowa), 
p: 203. 


The piaintiff had an accident policy issued by the 
defendant company which promised to pay him an 
indemnity for the loss of either foot, the term “‘loss”’ 
meaning complete severance at or above the ankle. 
His foot was accidentally crushed under a car wheel. 
Amputation was necessary and was effected by 
what was termed the “‘ Forbes operation,” the line of 
separation being between the cuneiform and scaph- 
oid bones and through the cuboid. The court held 
that the words used in the policy to indicate the 
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point of severance were, at best, ambiguous, 
and that to carry out the purposes intended — that 
is, to pay indemity for the loss of the plainti‘i’s 
foot — it could be properly found in this case that 
the severance was at the ankle. J. A. Castacnino. 


City Not Liable for Wrongful Acts of Officers. 
Franklin vs. City of Seatlle (Wash.) 1¢2 Pac. R., 
p. 1015. 

The complaint alleged that the city of Seattle 
had created and maintained a board of health and 
a department of police; that these two depart- 
ments conspired together to arrest certain persons 
accused by them of having some infectious or con- 
tagious disease; that it was a part of the conspiracy 
to place the person so arrested in the city jail and 
to turn him over to the board of health which 
would make blood tests and give treatments for 
diseases which the person under arrest did not have 
and under pretense of such treatment and the neces- 
sity therefor would keep such person in confine- 
ment in the board of health department of the jail. 

The complaint further alleged that police officers 
of the city unlawfully and maliciously entered the 
home of the plaintiff and, without any warrant 
therefor, arrested her and forcibly took her into 
custody and to the city jail, and there falsely and 
maliciously caused her to be charged with being a 
disorderly person and set opposite her name the 
letters “B. T.” meaning “blood test’; that as a 
part of the conspiracy the health officer took charge 
of her and forcibly took from her arm quantities of 
blood for the purpose of making a blood test; that 
thereafter the health officer maliciously and falsely 
charged her with having an infectious and contagious 
disease when, in fact, she had no such or other dis- 
ease, of which fact the health officer had full knowl- 
edge; and that, without authority of law, thé plain- 
tiff was maliciously confined in jail with other 
prisoners for more than a year. 

The question raised was: Did these facts state a 
cause of action against the city? The court con- 
cluded that they did not. The only direct connection 
the city had with these transactions was that it 
created the board of health and appointed its 
officers, created the police department and made 
appointments thereto, and owned the jail. Every- 
thing else was done by the health officers and the 
policemen. They, and they alone, were guilty, if 
anyone was, of all the wrong, fraud, conspiracy, 
and maliciousness charged in the complaint. Under 
these facts the city was only discharging a govern- 
mental duty cast on it by the state and was not 
liable. The same immunity applies to the quaran- 
tining of persons as in such cases the city is acting 
for the state. J. A. CasTAGNINO. 


Liability of Physician for Negligence of Assistant — 
As to Substitutes. Mullins vs. Du Vall (Ga.), 104 
S.E. R., p. §13- 

The defendant was charged with malpractice in 
treating the plaintiff for pellagra, and a recovery of 
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damages was asked for the breaking in her arm of a 
hypodermic needle used on her by a colored assistant 
to the defendant. It appeared from the petition 
that when the patient called at the office of the 
physician to receive the usual hypodermic injection 
it was at the proper time and in accordance with the 
regularly adopted routine of treatment, as prescribed 
and employed by the defendant physician; that the 
relation of physician and patient had not terminated 
as the adopted course of treatment, the nature of 
which was unknown to the plaintiff, was still in 
process of regular administration and no provision 
had been made for its discontinuance, but, on the 
contrary, the plaintiff had been told that it was to 
be given by his attendant or servant in charge 
whenever the defendant might be absent from his 
office. 

It is a general proposition of law that where one 
holds another out as his special agent, the principal 
is bound by the agent’s apparent authority to do 
the particular thing thus authorized and to employ 
all usual and necessary means which may be 
reasonably required in the due, proper, and ordinary 
performance of the particular purpose of the appoint- 
ment. A physician is liable for the negligent acts of 
one who is acting as his agent or assistant. 

When one physician or surgeon sends another as 
his substitute to treat or to perform an operation on 
a patient, and the services of the substitute are 
accepted, the patient will be presumed to have 
reposed confidence in the professional capacity of the 
substitute, not as an agent, but as the principal, and 
will be assumed to have relied on him as a physician 
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to exercise his own knowledge, skill, and discretion. 
Thus, when a physician, on leaving town or in other 
case of need, recommends or even employs another 
physician or surgeon to treat a patient for him, he 
would not, in the absence of what would amount to 
negligence in the selection, be liable for the negli- 
gence or lack of skill of the substitute practitioner. 
In the instant case, however, the physician did not 
delegate his functions and duties as a physician. 

In authorizing or directing the patient to allow 
his employee to perform for him and in his stead this 
particular service in his absence, the defendant did 
not renounce any part of his functions as the sole 
physician in the case. Nothing whatever was left 
to the discretion of the attendant since what the 
treatment was to be and when it was to be adminis- 
tered were determined by the line of treatment 
adopted by the physician himself and the authority 
given the attendant related solely to the one definite 
and specific art, the mere physical administration of 
the prescribed treatment. So far as the question of 
the amount of skill required by the act was con- 
cerned, the direction given amounted to his assur- 
ance as an expert that the act was not of such char- 
acter as to require in his absence the services of 
another physician, but that in such contingency the 
patient might safely receive the treatment as 
rendered for him and on his behalf by his office 
attendant or servant. It was on such implied 
assurance, rather than on any confidence in the 
professional skill and discretion of the defendant’s 
servant, that the patient had a right to rely. 

J. A. CASTAGNINO. 
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GYNECOLOGY 


UTERUS 


Mayer, A.: The Modern Treatment of Carcinoma 
of the Uterus (Ueber das Uteruscarcinom und 
seine moderne Behandlung). Muenchen. med. 
Wcehnschr., 1921, lxviii, 168. 

The most favored operation for carcinoma of the 
uterus is the Freud-Wertheim operation. This has 
been used for eighteen years in the gynecological 
clinic of Tuebingen University, during which period 
about a thousand cases have been treated. 

Carcinoma of the uterus constitutes 5.6 per cent 
of all the gynecological cases at the Clinic; there 
are about 20 carcinomata of the body of the uterus 
to 80 carcinomata of the cervix. 

In 161 carefully examined cases of cancer of the 
cervix a family history of cancer was given in 7.3 
per cent. The author believes that inherited cancer 
may be due to a constitutional defect in the con- 
nective tissue. It was found that the lower classes 
have cancer much more frequently than the upper 
classes; there were eight times as many ward 
patients as private patients. One fact to be con- 
sidered in this connection is that ward patients have 
on an average twice as many children as private 
patients. However, while there is no doubt that 
frequent childbirth is a factor in the production of 
cancer, the commonly accepted opinion that preg- 
nancy hastens the growth and spread of carcinoma 
could not be confirmed. Neither was it determined 
whether age has any effect on the malignancy of 
cancer. 

Sixty-five per cent of the cases at the Tuebingen 
clinic and 42 per cent at the Bumm clinic were 
operable. In Mayer’s opinion one-third of the 
cases are inoperable. In two-thirds, operation may 
be attempted, but in about a fifth of these it results 
in death. Fifty per cent of the patients operated on 
are discharged cured, but three-fifths of these have 
a recurrence. Two-thirds of the cases with primary 
recovery and one-fifth of all carcinoma cases are 
permanently cured, that is, operation gives an abso- 
lute recovery in about 20 per cent. 

Recurrence is due to involvement of the para- 
uterine connective tissue and the glands by the can- 
cer process. The prognosis is good if the parame- 
trium is clinically free from involvement but doubt- 
ful if it is slightly infiltrated. If there is advanced 
infiltration the prognosis is poor. Only those glands 
should be removed at operation which are pal- 
pably enlarged. 

In the cases reviewed no advantage of radio- 
therapy over operation was noted. The primary 
mortality of the former is not so great, but the 
mortality from recurrence is greater. The report 
of the Gynecological Congress in Berlin in 1920 


stated that radiotherapy is useless in 30 per cent 
of the cases, that 70 per cent of those treated and 
discharged as primarily cured have recurrences, 
and that only 30 per cent are permanently cured. 
The cases upon which these conclusions were based 
were under observation for four years. 

Mayer prefers operation and gives prophylac- 
tic radiotherapy afterward to prevent recurrence. 
Following the use of this method at Bumm’s clinic 
71.8 per cent of the cases were cured and 28 per 
cent had recurrences. A decision as to the value of 
postoperative prophylactic radiotherapy is as yet 
impossible as the number of cases observed is still 
small. ScHENK (Z). 


Schmitz, H.: The Treatment of Carcinoma of the 
Uterus by Radiation. Am. J. Clin. Med., 1921, 
XXViii, 221. 

The author groups cases of carcinoma of the 
uterus into five classes: 

1. Cases shown by physical examination to be 
clearly operable. 

2. Cases doubtfully operable — borderline cases. 

3. Cases in which radical operation is impossible. 

4. Cases so far advanced that any treatment is 
hopeless and of value only for palliation. 

5. Cases of recurrence after an abdominal pan- 
hysterectomy: (1) local recurrence in the scar tissue, 
and (2) regional and metastatic recurrence. 

In Group 1, a radical abdominal hysterectomy is 
indicated. If there are contra-indications to opera- 
tion radium treatment may be given. In the bor- 
derline cases the results of surgical treatment have 
been rather disastrous; these cases form the ideal 
group for radium treatment. Radium treatment 
may be given alone or may be preceded by excoch- 
leation and cauterization. Improvement may be 
sufficient under such treatment to render excision 
feasible. 

The clearly inoperable cases of Group 3 form 
the largest number and the same conditions pre- 
vail in these as in the cases of Group 2. Cases in 
Group 4 have been benefited only exceptionally by 
the radical treatment indicated for cases of Groups 
1, 2,and 3. Recurrences after a local healing effected 
by radium are very refractory to radiation. Excep- 
tionally an arrest and recession of the recurrence 
may take place following a second course of treat- 
ment. 

The object in using radium and the roentgen 
rays is to apply an amount of homogeneous radia- 
tion for a sufficiently long time to destroy the 
deeply located pathologic processes within the 
pelvis without permanently injuring the healthy 
tissues and organs. A properly selected radiation 
applied to a correctly selected case of carcinoma of 
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the uterus, that is to say, one belonging to Groups 
I, 2, or 3, will cause a visible and palpable decrease 
of the cancer area within three or four weeks. The 
cervix shows local healing, the uterus becomes pal- 
pable and movable, and the parametrial tissues be- 
come softer, reduced in size, movable, and very 
often free from induration. 

Of a total of 208 uterine cancers treated with 
radium and the roentgen rays, 22 cases belonged 
to Group 2 and 82 to Group 3. Of those of Group 2, 
13 were subjected to an abdominal panhysterectomy 
after a recession of the diseased tissues to an appar- 
ently normal state following radium treatment. 
Five of the latter patients are living and 5 have 
succumbed either to the operation or to a recur- 
rence. No report has been received from 3. Nine 
patients belonging to Group 2 were treated with the 
rays only. Seven are alive and well; 2 died. 


Sixteen patients belonging to Group 3 were sub- 


jected to panhysterectomy after an apparent local 
healing. Two of these are living, and 14 have suc- 
cumbed or did not report. Twenty-five patients 
were subjected to an excochleation, cauterization, 
and radium treatment. Four are living, 18 died, 
and 11 have not reported. Forty-one patients were 
treated with radium only. Eighteeen of these are 
well and free from recurrence. Eleven died and 12 
did not report. Thus it is evident that patients of 
Groups 2 and 3 treated with radium only and not 
subjected to panhysterectomy, excochleation, or 
cauterization have a better chance for cure. 

Limitations or contra-indications to the ap- 
plication of radium are given by the systemic reac- 
tion of the organism and the possibility of infec- 
tion. Serious disturbances due to the absorption of 
cell constituents liberated by the degenerating and 
destructive action of the radium rays are intense 
weakness, apathy, anorexia, absolute loss of appe- 
tite, serious changes in the blood elements, espe- 
cially leukopenia, and radium cachexia. These 
make an interruption of the treatment necessary. 
The danger of infection may be avoided by a cor- 
rect dosage which degenerates the tissues gradually 
and avoids necrosis of the surface epithelium, espe- 
cially of the rectum. Most careful asepsis must be 
observed in the application of the rays. 

The reaction of carcinoma cells to radium rays 
depends on the histologic structure of the neo- 
plasm. The changes caused by radium in squamous- 
cell carcinoma of the cervix, in the cells of the horni- 
fying epithelioma, are cytolysis and karyorrhexis, 
vacuolation and granulation of protoplasm, destruc- 
tion of the cell wall, destruction of the nucleus into 
amorphous débris, round-cell infiltration, and 
later, fibroblastic formation. The basal-celled 
epithelioma of the cervix is found mostly in the 
infiltrating variety of cervical carcinoma. Necrosis 
and connective tissue formation are the characteris- 
lic reparation processes in this variety. The adeno- 
carcinoma shows a tendency to further growth 
when exposed to the rays. However, it soon sub- 
cumbs if the treatment is given correctly. 


Detailed antemortem and postmortem studies of 
two cases of carcinoma of the cervix are given. 
The women died from intercurrent diseases subse- 
quent to the administration of radium. Their pel- 
vic organs were examined minutely. 

The author arrives at the following conclusions: 

1. Statistics of uterine carcinoma treated by 
radiation can be of value only if based on a proper 
grouping of the tumors. 

2. The indications for the various modes of 
technique in treatment with radium must also be 
based on such a grouping. 

3. The evolution of a correct and efficient tech- 
nique is dependent on physical, anatomical, bi- 
ological, and clinical observations. 

Apotex Hartunc, M.D. 


Adler, L.: Operative and Radiotherapy of Cancer 
of the Uterus (Zur operativen und Strahlen- 
behandlung des Gebaermutterkrebses). Strahlen- 
therapie, 1921, xii, 109. 

Of 52 cases of inoperable carcinoma of the cervix 
treated with radium alone, 13 (25 per cent) remained 
free from recurrence from five to seven years. The 
results in cases operated upon were no better, the 
recoveries amounting to only 24 per cent. As an 
operative method Adler recommends the extended 
vaginal extirpation which has been in use for the 
past ten years at the Vienna University Gyneco- 
logical Clinic. The mortality of this procedure is 
only 3.5 per cent. The results of radium treatment 
alone are not as good as those of operation. 

Prophylactic after-treatment with radium by the 
old method did not markedly improve the results 
of operation. Formerly Adler began such treatment 
four weeks after the operation, placing the radium 
in the vault of the vagina six times at intervals of 
four weeks. He now introduces the radium into the 
wound cavity immediately after the operation. 
More recently intensive roentgen treatment has 
been given in addition. The number of cases free 
from recurrence after three years has been increased 
by immediate radium treatment from 52 to 61.8 per 
cent. Adler recommends, therefore, complete vaginal 
extirpation with the immediate application of ra- 
dium to the parametrium and homogeneous irradia- 
tion of the pelvis with the roentgen rays. 

JUENGLING (Z). 


EXTERNAL GENITALIA 


Fohr: Two Cases of Carcinoma of the Clitoris in 
Young Patients (Zwei Faelle von Klitoris-Carci- 
nom bei Jugendlichen). Fortschr. d. Med., 1921, 
XXXVIli, 149. 

The author reports two cases of cancer of the 
clitoris in patients 24 and 26 years of age. In the 
first case there had been for a long time a chronic 
skin disease of the face and extremities with intense 
itching (chronic neurodermatitis). In the course of 
this condition examination revealed a hard swelling 
of the clitoris of which the patient had not been 
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aware. At first it was impossible to make a differen- 
tial diagnosis although several experienced derma- 
tologists were called into consultation; there was a 
difference of opinion as to whether the growth was 
a condyloma accuminata or a carcinoma. 

In spite of all possible treatment, including the 
use of radium and the roentgen rays, the patient’s 
condition continued to grow worse. Ulceration final- 
ly developed with papillary growths which grew 
slowly at first and then more and more rapidly until 
they involved the greater and lesser labia and the 
pubic arch. ‘There then could be no further 
doubt regarding the diagnosis of carcinoma. 

The tumor and the inguinal glands were removed, 
the incision being carried into sound tissue. The 
wound was closed with drainage. Recovery was 
uneventful and after a short time the patient was 
discharged well. Three months after the operation, 
however, examination showed a small recurrence. 
This extended rapidly and caused death in six 
months. 

In the second case there was also a chronic itch- 
ing eczema of other parts of the body. Ultimately a 
tumor with ulcerated papillary edges developed on 
the clitoris, grew rapidly, and soon broke down. In 
this case, also, radical operation was performed and 
followed by radiotherapy. The latter, however, 
was not continued. Eight months after the opera- 
tion there was a large nodule of cancer metastasis 
in the right inguinal region and the skin of the right 
thigh. Immediate roentgen and radium treatment 
improved the condition considerably, but the prog- 
nosis is very dubious. Bove (Z). 


MISCELLANEOUS 


Kundrat, R.: Genital Tuberculosis in Women 
(Ueber Genitaltuberkulose des Weibes). Arch. f. 
Gynaek., 1920, Cxiv, 51. 

The author reports 66 cases of tuberculosis of the 
internal genitalia and of the peritoneum. The 
tubes are infected more frequently than the uterus. 
Tuberculosis of the ovaries is rare. 

There is nothing typical of tuberculosis of the 
uterus as regards the form of the organ, thickening 
of the serosa, or adhesions. The microscopic diag- 
nosis, which is generally not difficult, is based on the 
epithelioid tubercles, the giant cells, and the case- 
ation. In some instances, however, epithelial 
proliferations may cause difficulties in the differen- 
tial diagnosis from carcinoma or other inflammatory 
processes. In gonorrhoeal or streptococcal salpingi- 
tis there are many polynuclear leucocytes in the 
folds of the mucous membrane, especially just 
beneath the epithelium, but in tuberculosis these 
are generally completely absent, at least in ad- 
vanced cases. Examination for tubercle bacilli is 
often negative. 

The first stage in tubal disease is simple catarrh; 
the second, the stage of miliary tubercles, passes 
gradually and without definite boundary lines into 
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conglomerate tuberculosis. This is followed by 
caseation, necrosis, and desquamation. In 3 of 
the cases reported there was extensive destruction 
of the mucosa of the uterus. In the rest, miliary and 
confluent tubercles were found. Some of the epithe- 
lioid cells were irregularly star-shaped and others 
spindle-shaped. Giant cells in all conceivable forms 
were found. Plasma cells were present in varying 
numbers. These are found in areas of inflammatory 
tissue reaction. There were many lymphocytes 
and granule cells, but few eosinophiles. In 2 cases 
tuberculosis of the adnexa was associated with 
appendicitis, and in 1, with carcinoma of the cervix. 

The author believes it very improbable that there 
is a transition from tuberculosis to carcinoma. 
Primary tuberculosis of the female genitalia also is 
conceivable, but improbable. In spite of numerous 
animal experiments it has never been determined 


‘conclusively whether the tuberculosis is ascending 


or descending. The tube is first affected in genital 
tuberculosis. The peritoneum is generally infected 
from the tube, though the opposite also occurs. 

The ovary has great resistance to tuberculosis. 
It is protected by the tunica albuginea and also 
chemically by the ovarian substance itself. Hypo- 
plasia readily leads to tuberculous infection because 
the blood supply is decreased. 

The article is supplemented with a bibliography 
of 65 titles. TuHeopor (Z). 


Sachs, E.: Abdominal Operation for High Cer- 
vicovesical Fistulze (Ueber abdominale Operation 
hochsitzender Blasenzervixfisteln). Monatsschr. f. 
Geburtsh. u.Gynaek., 1921, liv, 245. 


The author illustrates his abdominal method of 
operating for cervicovesical fistula by a case report. 
In this instance the fistula was the result of an 
injury sustained during a transperitoneal cervical 
cesarean section. The patient was a rachitic primi- 
para with a vagina so narrow that a vaginal 
operation would have been very difficult. The 
abdomen was therefore opened with a Pfannenstiel 
transverse incision. The adhesions between the 
uterus and the contracted bladder were freed and 
the bladdey was dissected away from the anterior 
wall of the uterus. An opening in the bladder the 
size of a cherry communicated with a split 2 cm. 
long in the cervix. 

The bladder was freed from the cervix and the 
hole in the bladder wall closed with three catgut 
sutures passing through only the serosa and the 
muscle. The opening in the uterus was closed with 
several button sutures and covered with the loose 
surrounding tissue. As the fistula was situated at 
the juncture of the cervix and body of the uterus 
the uterine peritoneum was also sutured over it. 
The next step consisted in pushing the bladder 
fistula down to a point far below the cervical 
fistula and suturing the bladder serosa to the cervix. 
The cervical fistula was then covered also by the 
bladder peritoneum and the latter was sutured above 
the cervical wound to the uterine peritoneum. 
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The two fistule were thus separated from one 
another and the bladder wound was brought into 
contact with healthy cervical tissue. The author 
used a retention catheter as he does in all cases of 
bladder fistula, but is not sure whether it was neces- 
sary. The operation was a complete success. 

Sachs does not recommend abdomina! operation 
for all bladder fistulae but in this case it was indi- 
cated on account of the narrow vagina. He does 
not believe it absolutely necessary to suture the 
bladder; at least this is not the most important 
point of the operation. The essential factor is the 
separation of the two fistule so that both lie in 
normal tissue; the peritoneum interposed between 
them would probably serve of itself to close the 
opening in the bladder. A. G. Morean, M.D. 


Williams, J. W.: The Problem of Effecting Steri- 
lization in Association with Various Obstetrical 
edures. Am. J. Obst. & Gynec., 1921, i, 783- 


Sterilization in association with some obstetrical 
procedure was done on 44 out of about twenty 
thousand patients admitted to the obstetrical ser- 
vice of the Johns Hopkins Hospital. 

In 29 cases it was effected in connection with some 
variety of caesarean section which in great part was 
undertaken on account of disproportion incident to 
contracted pelvis. In the remaining 15 it was ef- 
fected earlier in pregnancy. 

Of the 29 sterilizations effected at the time of labor 
18 were associated with supravaginal hysterectomy. 
Of these, 14 were done at a second or third cesarean 
section performed on account of contracted pelvis, 
and 4 on account of serious disease. In 11 other 
patients sterilization was effected following cesarean 
section for various causes, chief of which was con- 
tracted pelvis. The operation consisted of doubly 
ligating the tubes and burying the uterine ends 
between the folds of the broad ligaments. The 
remaining operations — 6 supravaginal hysterec- 
tomies and 9g hysterotomies followed by tubal sterili- 
zation for diseases complicating pregnancy — were 
done during the course of pregnancy. 

In a series of 58 supravaginal hysterectomies fol- 
lowing cesarean section the body of the uterus was 
amputated in 18 instances (30 per cent) primarily 
for the purpose of effecting sterilization. Steriliza- 
tion was effected, of course, also in the other 40 
patients, but in these cases was only incidental to the 
operative procedure. The indication for the removal 
of the uterus was offered by various causes such as 
intrapartum infection, the presence of myomata, 
injuries to the uterus, extensive raw areas resulting 
from the separation of adhesions, disorganization 
of the uterine muscle by haemorrhage associated 
with premature separation of the normally im- 
planted placenta, atresia of the cervix, and other 
conditions. 
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In 14 of the 18 patients in whom sterilization was 
effected marked degrees of pelvic contraction afford- 
ed the primary indication for the cesarean section, 
while in the other 4 the pelvis was normal and the 
operation and subsequent sterilization were indi- 
— by some disease which seriously threatened 
ife. 

While the ultimate results in all the cases here 
reported were satisfactory, Williams has recently 
attempted to effect sterilization by more conserva- 
tive means, and in a certain percentage of cases he 
has done this by doubly ligating the tubes, opening 
up the broad ligaments, and burying the uterine end 
of each tube within them. 

In this manner 11 patients have been treated, 
2 at the first section, 4 at the second section, 2 at 
the second section preceded by a pubiotomy, and 
3 at the third section. 

In view of the steady improvement in the results 
following cesarean section it appears that at present 
routine sterilization at a second section is too radical, 
and indicated only under special circumstances. 
The procedure is justified at the third section. In 
such cases Willams allows the wish of the patient to 
influence him as to whether he effects sterilization 
by removal of the uterus or by burying the uterine 
ends of the tubes between the folds of the broad liga- 
ments. If she does not desire to have menstruation 
stopped he effects tubal sterilization; otherwise, he 
removes the uterus. 

In 2 instances the procedure was adopted for 
heart disease, in 3 for chronic nephritis, and in 1 
for advancing tuberculosis. Six supravaginal hys- 
terectomies were performed during pregnancy. 

In 9 cases sterilization was effected during preg- 
nancy by means of abdominal hysterotomy followed 
by ligation or excision of the tubes. In 1, the indica- 
tion was mitral insufficiency with a history of re- 
peated decompensation. In 3, tuberculosis afforded 
the indication for interference. In each instance 
the diagnosis and the necessity for interference were 
confirmed by a competent tuberculosis specialist. 
The duration of pregnancy varied from six to 
twelve weeks. 

In the next 4 cases the indication was afforded by 
chronic nephritis. The patients were multipare 
who had presented a history of nephritic disturbance 
in previous pregnancies and entered the service with 
manifestations of chronic nephritis indicated by a 
blood pressure varying from 200 to 290 as well as 
other symptoms. In each instance it was felt that 
the pregnancy should not be allowed to continue as 
there was no probability that the condition could 
be cured and every likelihood that it would become 
accentuated in the future. It was therefore deter- 
mined that the occurrence of future pregnancies 
should be rendered impossible. 

FE. L. Corner, M.D. 
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PREGNANCY AND ITS COMPLICATIONS 


Cheinisse, L.: Extract of Corpus Luteum in the 
Nausea of Pregnancy (L’extrait de corps jaune 
contre les vomissements de la grossesse). Presse 
méd., Par., 1921, xxix, 306. 


The author reviews the treatment of the vomit- 
ing of pregnancy by means of ovarian extracts and 
more particularly by means of extract of corpus 
luteum. Stella introduced the use of ovarian ex- 
tracts in such cases about fifteen years ago in Italy 
and obtained very encouraging results. In the 
United States, Hirst,in 1919, obtained 89.2 per cent 
favorable results (complete recovery in 65 cases 
and decided improvement in 34). In 8 cases the 
treatment failed, and in 4 the condition was aggra- 
vated. The extract was given by intramuscular 
injection. The 4 cases in which the treatment 
aggravated the condition were those of women 
with goiter. Hirst therefore concluded that goiter 
is a contra-indication. In France, Devraigne also 
reported good results from the use of ovarian ex- 
tracts. 

Very recently Hirst has reported that the intra- 
venous method of injection is better than the intra- 
muscular as the extract is more rapidly absorbed, 
much larger doses may be given, and the disad- 
vantages of the local reactions which occur when a 
large dose is introduced intramuscularly are obvi- 
ated. Intravenous injections have promptly checked 
vomiting when intramuscular injections have failed. 
Hirst states that in several hundred injections an 


‘anaphylactic reaction and an abortion occurred in 


one case each. Such reactions appear to be possible 
only when the patient is peculiarly sensitive to the 
injection of a foreign protein. |W. A. BRENNAN. 


Bartholomew, R. A., Sale, B. E., and Calloway, 
J. T.: The Diagnosis of Pregnancy by the 
Roentgen Ray: The Possibilities of the Pro- 
cedure During the First Half of Gestation. 
J. Am. M. Ass., 1921, Ixxvi, 912. 


This study was undertaken with the object of 
determining the earliest stage at which a diagnosis 
of pregnancy can be made by demonstrating por- 
tions of the foetal skeleton by means of the roentgen 
ray. The first centers of ossification appear at about 
the sixth or seventh week. After that time they 
become progressively moré numerous and better 
developed. 

Chief among the factors complicating the roent- 
gen diagnosis of pregnancy are the thickness of the 
maternal tissues, the relatively slight density of the 
foetal bones early in pregnancy, the blood in 
the uterine walls (which has been estimated to 
absorb 60 per cent of the rays), the amniotic fluid, 


the respiratory movements of the mother, the 
movements of the foetus, and the unequal distances 
of different parts of the maternal pelvis and the 
foetus from the plate. 

Of first importance in determining the earliest 
time at which the foetus may be demonstrated in 
the uterus roentgenographically is the accurate 
determination of the stage of the pregnancy. The 
menstrual history, the time of onset of nausea and 
vomiting, the date of quickening, the height of the 
fundus, the date of delivery, and the weight of 
the baby form the most reliable basis. The authors 
find that most of the published reports of cases of 
early roentgen diagnosis of pregnancy will not bear 
close analysis. The earliest positive result was 
reported by Edling. In this case the roentgenogram 
showed the foetus at the end of the fourth month. 

The investigation undertaken by the authors 
was made on a number of clinic patients with due 
regard to all the factorsinvolved. Whenever possible, 
roentgenograms were made at intervals of one to 
several weeks after the third or fourth month of 
gestation until the foetal skeleton was demon- 
strated. The technique used in the average case 
consisted of an exposure of from four to six seconds 
with a 5-in. spark gap and the use of 25 milliam- 
peres, a diaphragm, andacone. Most of the patients 
were placed in the prone position, and in every 
instance the central ray was directed parallel with 
the pelvic axis. The case histories and roentgen 
findings in a number of the cases are reported in 
detail. 

The total number of roentgenograms taken was 
twenty-four. The earliest stage of pregnancy stud- 
ied was two and one-half months; the latest stage, 
about the end of the sixth month. From the end 
of the second to the end of the third month, one 
roentgenogram was taken and was negative. From ° 
the end of the third month to the end of the fourth 
month, five roentgenograms were taken and all were 
negative. From the end of the fourth month to the 
end of the fifth month, ten roentgenograms were 
taken and three were positive. From the end of the 
fifth month to the end of the sixth month, eight 
roentgenograms were taken and four were positive. 
In other words, during the third and fourth months 
no positive results were obtained; during the fifth 
month, positive results were obtained in one-third 
of the cases; and during the sixth month, positive 
results were obtained in one-half of the cases. The 
earliest positive result was obtained at the end of 
four and one-fourth months. 

From these results it would seem apparent that 
the roentgen ray may be of value in the diagnosis 
of pregnancy at practically the same stage that the 
other three positive evidences are obtainable: 
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(1) the sound of the foetal heart beat, (2) palpation 
of the foetus, and (3) the foetal movements. How- 
ever, in the second trimester of pregnancy its diag- 
nostic value is limited by the fact that a negative 
result does not netessarily mean that the patient is 
not pregnant. 

From a review of the literature and the results 
obtained in the series of cases reported, the follow- 
ing conclusions seem justifiable to the authors: 

1. A positive diagnosis of pregnancy has been 
made by demonstrating portions of the foetal skele- 
ton in the uterus as early as the end of the fourth 
month. 

2. The earliest positive diagnosis in this series 
of cases was obtained at the beginning of the fifth 
month of pregnancy. 

3. During the third month of pregnancy roent- 
genoscopy is uniformly negative. 

4. A positive diagnosis may be obtained very 
exceptionally toward the last of the fourth month. 

5. During the fifth month of pregnancy a 
positive diagnosis may be obtained in at least 
one-third of the cases. 

6. During the sixth month a positive diagnosis 
may be obtained in at least one-half of the cases. 

7. During the seventh, eighth, and ninth months 
of pregnancy a positive diagnosis should be obtained 
in the great majority of cases. 

ApotpH Hartunc, M.D. 


Aubert, L.: Transperitoneal Czsarean Section 
on the Lower Segment of the Uterus (L’opera- 
tion césarienne transpéritonéale sur le segment 
inférieur). Rev. frang. de gynéc. et d’obst., 1921, 
Xvi, 129. 


The author describes his technique for transperi- 
toneal cesarean section as follows: 

The incis on runs from the symphysis to one or 
two finger-breadths below the umbilicus. A trans- 
verse incision of the peritoneum 7 to 8 cm. long is 
made at the level of the vesico-uterine cul-de-sac 
and the peritoneum is pushed back toward the 
pubis so that the lower segment is denuded. A ver- 
tical incision in the lower segment is then made in 
the median line and the infant extracted. 

After the uterine wound has been sutured the flap 
of peritoneum which was pushed down is brought 
up and sutured over the uterine wound. This step 
is shown in an illustration. Slight anteversion of 
the uterus results, but it is not enough to do any 
harm. 

Four cases in which this operation was performed 
are described. The author believes that there is less 
danger of infection than in the classical cesarean 
section. If infection does take place it will extend 
downward into the vesico-uterine space and pro- 
duce a parametritis which is much less dangerous 
than an intraperitoneal infection and peritonitis. 
He believes this operation is safe even when there 
is some reason to suspect infection, as in cases of 
rupture of the membranes before operation and those 
in which frequent examinations have been made. 
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As the intestines are not approached so closely in 
this procedure there is less danger from that source. 
The hemorrhage is not any greater than in the 
classical operation, and there is apparently no 
greater danger of rupture of the uterus in subse- 
quent pregnancies. Any woman who has under- 
gone a cesarean section should be closely watched 
in subsequent pregnancies. If rupture takes place 
it is better for the uterine contents to be discharged 
extraperitoneally from the lower segment than 
intraperitoneally from the classical incision. 
A. G. Morecan, M.D. 


LABOR AND ITS COMPLICATIONS 

Garriga, B.: Spasmodic Rigidity of the Cervix 
Produced by Ergot, with Consecutive Reten- 
tion of the Placenta in a Primipara (Rigidez 
espasmodica del cuello uterino producida por el 
cornezuelo de centeno, con retencién consecutiva 
de la placenta en una primeriza). Arch. de ginec., 
obst. y pediat., 1921, xxiv, 65. 

Fifty centigrams of ergot were administered to a 
primipara, 23 years of age, who was at term. This 
increased the pain and was followed by expulsion 
of the child. As the secundines failed to appear, 
a second dose was administered. The second dose 
produced a uterine spasm so intense that the admin- 
istration of chloroform was necessary before manual 
detachment of the adherent placenta could be 
effected. Even though every precaution was taken, 
puerperal infection developed and lasted three 
weeks. 

The author concludes that the possible effects 
of ergot on primipare render the use of forceps more 
desirable. W. A. BRENNAN. 


Goffe, J. R.: Laceration of the Cervix Uteri: 
What Does it Mean to the Patient, Obstetri- 
cian, and Gynecologist? N. York State J. M., 
1921, XXl, 129. 


Every cervix torn in labor to a pathologic degree 
may constitute an entrance to infection causing 
subinvolution of the uterus, hypertrophy of the 
connective tissue, leucorrhcea, sterility, and possibly 
involvement of the tubes and ovaries. It should 
not be forgotten, moreover, that cervical lacera- 
tion is the essential condition preceding cancer. 

Goffe believes that although it runs counter to 
the teachings of the present-day obstetrician, every 
cervix should be drawn down to the vulva follow- 
ing delivery of the placenta so that the extent of 
any laceration may be carefully noted and repair 
may be effected if it is deemed necessary. The only 
contra-indication is exhaustion or collapse of the 
patient to a degree which would make the pro- 
cedure hazardous. 

If the obstetrician fails to perform repair of the 
cervix immediately following delivery, the next 
most favorable time is during the puerperium before 
the patient has returned to marital relations and 
before infection has occurred. Simple trachelor- 
rhaphy is the proper procedure. 
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The question which confronts the gynecologist is 
not how to repair the original injury, but how to 
eradicate the primary infection without destroying 
the function of the cervix. Goffe advocates the 
plastic conical enucleation of the cervix described 


_ by Sturmdorf. The essentials of this procedure are 


complete enucleation of the entire endocervical 
mucosa with its infected glands from the external 
to the internal os (the entire muscular structure of 
the cervix being preserved) and accurate relining of 
the denuded cervical canal with a cylindrical cuff 
of vaginal mucous membrane. 

R. T. LAVake, M.D. 


Bruenner, K. E.: Cervicovaginal Fistule After 
Delivery and Abortion (Ueber Mutterhals-Schei- 
denfisteln nach Geburten und Fehlgeburten). 
Zentralbl. f. Gynaek., 1921, xlv, 113. 


A 31-year-old primipara had a normal spontaneous 
delivery of normal duration, but a transverse tear 
of the cervix occurred which extended from the 
anterior vault of the vagina high up into its posterior 
vault so that the cervix was connected with the 
uterus by only a narrow bridge of tissue. The os 
admitted a finger. Following suture there was fever 
for a time but the patient recovered. The posterior 
vault of the vagina was much shortened and the 
anterior lip of the os protruded. 

Such tears have been observed in spontaneous 
abortions as well as in spontaneous deliveries. In 
the former the cause is too great an anteflexion of 
the uterus which transmits the force of the pains 
chiefly to the posterior wall of the cervix, causing 
overdistension, especially in women with a long 
and rigid cervix and a rigid external os. The author 
believes that in delivery at term excessive ante- 
flexion is impossible, but that at acertain stage 
of delivery the force of the contractions is directed 
chiefly against the posterior wall of the cervix. If at 
this time there is insufficient dilatation of the cer- 
vix and os, the posterior cervical wall must yield 
to the pressure of the head and, as in aboriion, 
becomes ruptured. This may be caused by advanced 
age in primipare, a certain defectiveness of the 
tissues of the posterior wall due to metritis, lack of 
elastic fibers, or cysts. Immediate suture is the 
best treatment. If the sutures do not hold, the 
torn part should be amputated and a plastic opera- 
tion performed on the mouth of the uterus. 

Perforation of the cervix in spontaneous abor- 
tion and spontaneous delivery may sometimes be 
of medicolegal significance. ‘Twenty-seven cases 
occurring in abortion and seven occurring in deliv- 
ery are reported from the literature. 

Hocuue:Mer (Z). 


Goldspohn, A.: The Repair of Partial and Com- 
plete Lacerations of the Perineum. Surg., 
Gynec. & Obst., 1921, xxxii, 443. 

The author states that it is admitted very gener- 
ally that the former standard perineorrhaphies were 
little more than mere resections of mucous membrane 


of variable shape and extent, and that they did not 
restore to function the levator ani muscle and its 
fascie which are the chief bearing structures in the 
pelvic floor. 

Accordingly, numerous efforts have been made to 
engage the levator, but most of them have been 
unsuccessful because the operators have evidently 
mistaken the so-called triangular ligament or uro- 
genital trigone, a more superficially located and 
more prominently outstanding and resistant fascial 
structure, for the levator ani. The latter lies more 
laterally and further within the pelvis and extends 
slantingly backward and inward so that it meets the 
rectum at a point approximately 5 cm. from the 
normal perineal mucocutaneous juncture. This 
mistake is evident from their illustrations and from 
their technique as described or observed. In a 
nulliparous woman in whom these structures have 
never been distended or injured the levator in its 
fascia can be felt laterally with the finger at the 
distance mentioned within the vagina and beyond 
the more resistant trigone. 

To point out the mistake under discussion 
Edward Martin (Berlin) made a series of drawings 
from most exact and authentic perineal dissections 
of especially prepared pelves under the supervision 
of Waldeyer. As these were published in an atlas 
which is limited practically to libraries, Goldspohn 
reproduces them in his article in order to bring a 
correct and clearer understanding of the anatomy to 
surgeons and gynecologists in general. These plates 
show the anatomy in detail. Also illustrated is the 
restoration of the pelvic floor by an entirely intra- 
pelvic operation performed with a Ristine flap, 
either alone or in conjunction with repair of the 
sphincter ani and rectum in cases of complete tear. 


PUERPERIUM AND ITS COMPLICATIONS 


Bell, W. B.: The Prevention and Treatment of 
Puerperal Infections. Brit. M.J., 1921, i, 693. 


The author reviews the knowledge and methods 
of to-day and indicates changes which might be 
made in the prevention and treatment of puerperal 
infections. 

The mortality has not decreased appreciably. 
Prophylactic measures which are possible are still 
neglected in some cases, and often unnecessary 
interference is practiced. 

The question of interference is considered. The 
difficulties of labor are increased for the modern 
woman by athletics, excessive mental excitement, and 
the adverse circumstances under which women work 
in industrial plants. Many instances are noted of 
interference without good scientific indications. The 
use of forceps because of the demands on the time 
of the attending physician, the lack of proper atten- 
tion to antisepsis and asepsis in obstetrical opera- 
tions, and the substitution of vaginal examinations 
for rectal examinations are causes contributing to 
the high mortality rate. Natural defenses are pre- 
labor leucocytosis and the acid vaginal secretion. 


OBSTETRICS 


The portals of entry are the placental site and cer- 
vical and perineal tears. The author teaches his 
students to place the sutures in the perineum before 
the laceration occurs. 

Mention is made of autoinfection, and a case of 
pneumococcal infection of the placental site causing 
death after a normal spontaneous delivery without 
vaginal examination is cited. The vagina may 
be infected with the streptococcus by intercourse 
during the later weeks of pregnancy. The possi- 
bility of autoinfection or lack of resistance is lim- 
ited and should not be used as a shield for the 
obstetrician as the large majority of infections are 
carried into the wound by the attendant. Obstet- 
rical operations are surgical operations and no 
makeshift technique should satisfy the operator. 

Every care to preserve the acid secretion of the 
vagina should be made; consequently preliminary 
vaginal douches are contra-indicated. The large 
bowel should be emptied long before interference 
becomes necessary. Careful preparation of the vul- 
var area and care as to the scrub-up technique are 
of prime importance. The author raises the ques- 
tion as to whether interference should ever be 
attempted in unsuitable surroundings. Infection of 
the placental site is more common than the death 
rate appears to indicate as a large number of the 
patients recover. 

A febrile condition (101 degrees F.) on the even- 
ing of the second day is a definite indication for 
immediate intervention. Bell recommends explo- 
ration of the uterine cavity and removal of any pla- 
cental tissue with the gloved finger. He condemns 
the use of the sharp curette. Milton’s fluid, a pow- 
erful and stable hypochlorous acid preparation, is 
employed for uterine irrigation. It is advisable to 
use a 1:10 solution for the first irrigation and a 1:30 
solution for subsequent irrigations. Rapid improve- 
ment follows this treatment. Its benefits are princi- 
pally abortive. If it is not effective, a double tube 
should be inserted in the uterus and irrigation should 
be frequently repeated. 

Bell believes that localized abscesses in the ovar- 
ies, tubes, or uterus call for the removal of these 
structures. 

Prompt ligation of the internal iliac and the ovar- 
ian veins, which are easily accessible, cuts_off con- 
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siderable invasion of the blood in cases of septi- 
cemia. The use of 0.5 c.cm. of pituitrin twice 
daily often aids in maintaining a proper,blood pres- 
sure. Vaccines and anti-streptococcus sera should 
be used, but are not to be relied upon entirely. 

Cellulitis usually follows infection of lacerations 
of the cervix and vagina. These prove fatal only 
when the pus is not evacuated at the proper time. 
As treatment for early cases of cellulitis Bell advises 
sterilization as far as possible by douches and drain- 
age of the abscess cavity. When streptococcal infec- 
tion of a laceration occurs a procedure much the 
same as that followed in uterine infection is indi- 
cated. 

An honest recognition of puerperal infection and 
of the fact that it is almost always avoidable is 
urged. More attention should be paid to proper 
asepsis and rectal examinations. Forceps opera- 
tions should never be performed except under sur- 
gical conditions. 

All lacerations should be efficiently sutured and 
the natural defenses of the organism maintained. 

W. N. Rowtey, M.D. 


Couinaud, P., and Clogne, R.: The Chemical 
Examination of the Blood in Cases of Puer- 
peral Infection (Examen chimique du sang chez 
quelques infectées puerpérales). Rev. frang. de 
gynec. et d’obst., 1921, iii, 265. 


In a number of cases of puerperal infection the 
authors determined the amount of urea and residual 
nitrogen in the blood and*the amount of nitrogen 
and acetone in the urine. They describe the tech- 
nique of the tests and report the results in eight 
cases. 

They found the urea and nitrogen in the blood 
approximately normal in cases of normal puer- 
perium. In puerperal infection they were increased, 
the increase being, in general, proportional to the 
severity of the infection. It had been expected 
that the amount of urea would be increased in the 
normal puerperium because of regression of the 
uterus. 

The determinations made are of value in the prog- 
nosis. The authors believe that the cause of the 
phenomena may lie in poor function of the kidney 
or liver. A. G. Morcan, M.D. 
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ADRENAL, KIDNEY, AND URETER 


Harrington, S. W.: The Effect on the Kidney of 
Various Surgical Procedures on the Blood 
Supply, Capsule, and on the Ureters. Arch. 
Surg., 1921, il, 547. 

This experimental study of the kidney and ureter 
was undertaken on dogs to determine the effect 
produced on them by some of the common surgical 
procedures or by injuring them during operations 
on other organs. The experiments and results were 
divided into four series. Each surgical procedure 
was carried out with the strictest observance of 
aseptic technique identical with that used on man. 
The technique of each surgical procedure is discussed 
briefly in the discussion of the experiments. 

The object of the first series of experiments was 
to determine the effect on the kidney and ureter of 
complete sudden occlusion of the ureter or of com- 
plete sudden occlusion of both the ureter and the 
collateral venous circulation. The experiments 
regarding the effect of occlusion of the ureter alone 
demonstrated that a hydronephrosis was produced 
in every instance, the degree depending on the 
duration of the obstruction. The hydronephro- 
tic cavity was developed by dilatation of the pelvis 
and atrophy of the renal parenchyma. The atrophic 
changes were very uniform in distribution; the renal 
blood vessels were the last structures to be affected 
by the increased intrarenal pressure. The kidney was 
capable of secreting urine after thirty-six days of 
complete ureteral obstruction. The capsular veins 
were dilated in every experiment, the enlargement 
depending on the amount of hydronephrosis to which 
it was secondary. 

When the collateral circulation was obstructed as 
well as one ureter the hydronephrosis developed 
more slowly and the sac was smaller than when only 
the ureter was obstructed. The atrophic changes 
took place in the same sequence as when the ureter 
alone was ligated. Pyonephrosis was more common 
when the collateral vessels were obstructed. 

The second series of experiments was devised to 
study the effect of the occlusion of the various vas- 
cular radicals of the kidney. The studies of the 
ligation of the renal artery showed that, being an 
end artery, it was the only source of blood supply 
to the kidney; no collateral anastomoses were 
formed after its ligation. In some experiments 
decapsulation was done and the kidney wrapped in 
omentum, but no anastomoses sufficient to sup- 
ply the renal parenchyma were formed. When one 
or more branches of the renal artery were ligated 
it was shown that there were no anastomoses be- 
tween the various branches and that atrophy of the 
renal parenchyma supplied by any branch followed 


the ligation of that branch. Ligation of the renal 
vein was followed by symmetrical atrophy of the 
kidneys, Although a partial venous collateral 
circulation was established, chiefly with the ovarian 
or spermatic veins, the suprarenal veins, and 
branches of the lumbar veins, it was not sufficient 
to assume the function of the renal veins. Rupture 
of the kidney may follow ligation of the renal vein, 
while ligation of one of the large branches of the 
renal vein produces no appreciable effect on the 
kidney. 

The third series of experiments was made to show 
the effect of injury of the ureter on the ureter and 
kidney. Crushing the ureter with artery forceps 
caused degenerative changes which later resulted 
in scar formation. Dilatation of the ureter and 
pelvis above this crushing frequently occurred and 
in some instances progressed to a hydronephrosis and 
degeneration of the kidney without dilatation of the 
capsular veins. The ureter may be stripped of its 
surrounding tissues without permanent injury or 
deleterious effect on the kidney, provided its blood 
supply is preserved. Experiments to determine 
the best method of effecting ureteral anastomosis 
were made. End-to-end anastomosis was effected 
in 5 instances, cuff anastomoses in 13, and a 
uretero-ureterostomy in 4. The cuff method proved 
to be much superior to the other methods. 

The effect of decapsulation of the kidney was 
studied in the fourth series of experiments. It was 
found that the kidney forms a well-marked new 
capsule in about seventeen days, the interstitial 
tissue of the cortex increases, and the newly formed 
capsule is more dense and fibrous and contains 
fewer blood vessels than the normal capsule. 

G. S. Foutps, M.B. 


Battle, W. H. Permanent Drainage of the Only 
Kidney. Lancet, 1921, cc, 848. 


The author reports the case of a girl, aged 23, who 
for five years had passed all the urine from her only 
kidney through a silver tube in the left loin. The 
patient’s general condition was excellent, the skin 
not irritated, and the urine clear except at intervals 
when the patient suffered with a “feverish cold.” 
There was no leakage about the tube. X-ray 
examination showed no_ phosphatic concretion. 
Cystoscopic examination revealed no ureteral open- 
ing on the right side and it was impossible to pass a 
catheter far along the left ureter, facts which con- 
firmed the statement that there was only one kidney. 

The necessity for drainage of the only kidney 
followed an operation in 1911 for double uterus with 
complete septum and retention of menstrual blood 
in the closed right half. This operation was not a 
success. A complete hysterectomy in 1914 resulted 
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in a vesicovaginal fistula. Two months later the 
patient returned complaining of pain and tenderness 
about the left kidney which had begun six weeks 
earlier. There was a rise of temperature, and colon 
bacilli were found in the urine. The renal pelvis, 
which was distended with purulent urine, was freely 
opened and a large rubber drainage tube placed in 
the pelvis. After two weeks no urine was passed 
by the urethra. The urine from the tube was clear, 
but pus still passed from the bladder. A silver tube, 
which was later substituted for the rubber tube, fits 
closely at a point corresponding to the lumbar fascia 
and is taken out and cleaned daily. 

This case demonstrates the superiority of nephro- 
tresis when the ureter has been badly injured and it 
is impossible to re-establish the channel by any 
method of ureteroplasty. _C. F. Anprews, M.D. 


BLADDER, URETHRA, AND PENIS 


Roberts, C.: A Method of Operation for the 
Treatment of Ectopia Vesicz. Lancet, 1921, 
cc, 1125. 

The treatment of exstrophy of the bladder con- 
sists of the transplantation of the ureters into the 
bowel. The method of transplantation employed by 
the author avoids the risk of peritoneal infection 
which occasionally follows leakage after the transperi- 
toneal operation of Mandyl, Stiles, and Coffey. 
The risk of retraction of the ureters, which occurs 
occasionally after the extraperitoneal operation, 
is also avoided. 

Operation should not be attempted until the child 
is at least 2 years old. Suitable urinary antiseptics 
are administered before the operation is undertaken. 
Small, No. 2 Black French catheters are fastened 
in the ureters, a disk of mucous membrane with a 
radius of 1 in. is incised about each ureter, and the 
ureters are dissected free for a distance of 2 in. 
The mucous membrane between the ureteral pouches 
is then incised transversely and the cut édges of 
the bladder wall are sutured to the seromuscular 
coat of the rectum, thus closing off the peritoneal 
cavity. The rectum is incised transversely, an 
opening about 114 in. in length is made, and the 
ureters are transplanted in the angles of the incision. 

G. S. Foutps, M.B. 


Bumpus, H. C., Jr.: Submucous Ulcer of the 
Bladder of the Male. J. Urol., 1921, v, 249. 


Fifteen cases of submucous ulcer of the bladder 
(Hunner type) have been operated on in the Mayo 
Clinic since December 1, 1916. Two of these oc- 
curred in males. 

The disease process involves the mucosa only 
slightly, but greatly involves the submucosal struc- 
tures. Hence the term “submucous ulcer” seems to 
be the most applicable of the many suggested since 
Hunner’s first article. 

_ There is nothing to indicate that the female alone 
is affected, although no cases in which the condition 
affected a male have been described previously. 
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The age of occurrence (average 32 years) and patho- 
logic features, such as prominent vessels, polymor- 
phonuclear leucocytes in the vessel walls and 
paravesical tissues, diffuse submucous lymphocytic 
infiltration, and extravasation of red blood cells 
through the surrounding tissues, all indicate that 
infection is a cause. Moreover, since the peri- 
vascular changes, cellular infiltration, and oedema 
are most marked in the outer part of the bladder 
wall, and as the bladder mucosa itself may show no 
involvement, it is probable that the infection occurs 
by way of the blood stream. 

Eight of the 15 patients whose cases are reviewed 
had peri-apical infections which were shown by dental 
roentgenograms. From the teeth of several of them 
bacteria were isolated which, on being introduced 
into laboratory animals, elected the bladder as their 
site of location and reproduced typical lesions. 

The fact that there are few changes in the urine 
suggestive of the disease has prevented early diag- 
nosis. Microscopic examination of the urine was 
negative in 10 cases in the series, including those of 
the 2 males, but all of the patients gave a history 
of intermittent attacks of gross hematuria due to 
the fact that over-distention and trauma cause the 
ulcer to bleed. During cystoscopy this tendency to 
bleed is prominent, and with the pain and fre- 
quency, which are severe both day and: night, is 
pathognomonic. 

The average duration of symptoms was ten years. 
Of 8 patients operated on more than one year 
previously 4 reported a complete cure and 4 were 
unimproved. In the 4 cases not benefited there 
may have been a recurrence due to foci of infection. 
Therefore such foci should always be removed. 

The male patients were 25 and 30 years of age. 
Both gave histories of previous urinary infections 
several years before, one of perinephritic abscess 
and the other of bladder ulcers from which he had 
recovered. In both cases typical oedematous, red- 
dened areas were found in the dome of the bladder. 
Resection was carried out and the pathologic 
findings confirmed the clinical diagnosis of sub- 
mucous ulcer of the Hunner type. 

Linwoop D. Krysrr, M.D. 


Reifferscheid, K.: The Operative Treatment of 
Incontinence of Urine in Epispadias by the 
Goebell-Stoeckel Operation (Die operative Heil- 
ung der Incontinentia urine bei Epispadie durch 
die Goebell-Stoeckelsche Operation). Zentralbl. f. 
Gynacek., 1921, xlv, 97. 


A 23-year-old girl had suffered from childhood 
from incontinence of urine, the cause of which was 
found to be epispadias and split pelvis. The very 
short urethra would admit the little finger. The 
anterior wall passed directly into the cicatrized 
skin. There was no trace of sphincter action. 

The patient was operated upon by the Goebell- 
Stoeckel method. A flap of fascia 4 to 5 cm. broad 
and 10 to 12 cm. long was made with the under- 
lying pyramidalis muscle forming a part of it. The 
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anterior wall of the bladder and the neck of the 
bladder being then laid bare almost to the vaginal 
wall, the flap of fascia which had been split in the 
middle was fastened to two small tampons which 
were laid in the groove in the abdominal wound. 
By means of these tampons the fascia flaps were 
drawn downward after the neck of the bladder had 
been laid bare from below through a median inci- 
sion in the anterior wall of the vagina. The flaps of 
fascia were crossed under the neck of the bladder 
and their ends sutured to the pubic part of theleva- 
tor. The author believes this procedure is correct as 
the muscular contractions of the levator strengthen 
the sphincter action. 

The result of the operation was very good. Reiffer- 
scheid thinks that it does not make much difference 
whether the pyramidalis muscle or only a layer of 
the rectus muscle remains a part of the fascia flap, 
as even though there is no innervation of the trans- 
planted muscle, the compression of the neck of the 
bladder is sufficient to insure continence and vol- 
untary urination. HocHHEIMER (Z). 


Melchior, E.: A New Method for the Operative 
Treatment of Complete Epispadias (Eine neue 
Methode zur operativen Behandlung der Epispa- 
dia totalis). Zentratbl. f. Chir., 1921, xlviii, 220. 


The chief difficulty in operations for epispadias 
is incontinence of urine. As a rule an attempt is 
made to overcome this condition by diverting the 
urine into the intestine. In a case of complete 
epispadias which had previously been operated on 
for ectopia of the bladder Melchior sutured the 
rudimentary stump of the penis into a fold of the 
scrotum and made a tube which he fixed above the 
opening into the bladder. After several supplemen- 
tary operations he succeeded in forming a new ure- 
thra about 5 cm. long which could be kept closed 
with a forceps. 

The patient, who had suffered a great deal from 
incontinence, was well satisfied with the operation, 
but it is by no means an ideal one as it does not 
secure active continence. It is to be recommended, 
however, in extreme cases of complete epispadias. 

. KNOKE (Z). 


Corbus, B. C.: Presentation of a Case of Prickle- 
Cell Carcinoma of the Penis Treated by Dia- 
thermy and Radium. Am. J. Clin. Med., 1921, 
XXxvili, 226. 

Prickle-cell carcinoma of the penis usually begins 
on the glans or inner leaf of the foreskin as a result 
of a chronic balanoposthitis with retained smegma 
and decomposing urine. As a rule, it metastasizes 
to the regional lymphatics although this may not 
take place for years; from this point metastases 
develop in the lumbar glands along the vertebre 
and here the condition may remain dormant for a 
long time. 

When a prickle-cell cancer is excised and cut 
through, it is noted that the surface is rough, that 
the infiltration is deep, and that the cancerous 


alveoli radiate downward in the form of white lines 

about the size of a very fine thread. Microscopically, 

the stained sections show the cancerous alveoli to 

be large and in whorl formation. The individual 

= also are large and stain intensely with acid 
yes. 

The diagnosis may be made usually by a process 
of elimination. According to the best authorities, 
a section of the growth should never be removed 
for diagnosis by simple excision as this favors the 
dissemination of the process. With an early diag- 
nosis and immediate and proper treatment the 
prognosis is excellent. When the diagnosis is made 
late the condition is fatal even though careful treat- 
ment is given. 

The author states that surgical treatment has 
been rather discouraging. In order to avoid cutting 
procedures many methods have been advocated, 
chief of which are cauterization with the hot iron, 
electrical desiccation or coagulation, and the use 
of ferments or enzymes. The method which prom- 
ises to be most successful is massive electrical coagu- 
lation by means of diathermy. 

The author’s case, presented in detail, repre- 
sents an advanced case in which the use of dia- 
thermy followed by roentgen and radium treat- 
ments resulted in marked improvement. Corbus 
states that while nothing spectacular could be 
expected when the condition had remained undiag- 
nosed for four years, it was interesting to see how 
easily such an enormous fungating mass could be 
removed with diathermy and replaced by healthy 
granulation tissue. Following the diligent application 
of radium all that remained of the cancer tissue and 
the inguinal metastases greatly improved, but unfor- 
tunately the deep common iliac vessels were already 
involved. Hartunc, M.D. 


GENITAL ORGANS 


Rohleder: The Implantation of Testicles in Pros- 
tatism (Hodeneinpflanzung bei Prostatismus). 
Deutsche med. Wehnschr., 1921, xlvii, 185. 


In an earlier work (Deutsche med. Wchnschr., 1920, 
No. 3) Rohleder reports the therapeutic results of 
the use of preparations of testicle in hypertrophy 
and atrophy of the prostate. Because of the in- 
teraction of the internal secretions of the testicle 
and prostate, organotherapeutic preparations of 
testicle may have a definitely favorable effect on 
the changes in the prostate due to age, but this 
effect is not always exerted and is not permanent. 

In Rohleder’s opinion this action is only partial 
because the testicle preparations have merely a 
reducing action on the gland tissue of the prostate, 
and hypertrophy of the prostate is to be regarded 
an over-compensation in insufficiency of the in- 
ternal secretion of the testicle. A permanent effect 
can be expected only if the body is provided with a 
permanent supply of testicular hormones. This may 
be obtained by transplanting human testicles 
freshly extirpated from cases of cryptorchidism. 
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In cases of impotence and castration transplantation 
of testicles restores the capacity for erection. 

In prostatism there is probably a disturbance of 
the normal balance between the hormones of the 
interstitial tissue of the testicle and the prostate 
hormone. Rohleder believes that implantation of 
testicles is indicated in cases in which extract of 
testicle has a temporary effect. He has treated in 
this way only patients in the first and second stages 
of the condition. The testicles were implanted 
intramuscularly. T. NAEGELI (Z). 


MISCELLANEOUS 


Macalpine, J. B.: Symptomless Hzmaturia: A 
Plea for Early Investigation. Brit. M.J., 1921, 
ii, 631. 

Hematuria unaccompanied by any other sign 
or symptom is frequently disregarded by the 
physician in spite of the fact that it is often the 
only sign of the presence of a neoplasm of the 
urinary tract. 

Most diseases of the urinary tract give rise to 
hemorrhage; in some, this sign is characteristic, 
while in others it is exceptional. In cases of papil- 
loma of the bladder and cases of hypernephroma 
the bleeding frequently occurs very early in the 
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history of the tumor and at the time when the 
growth is non-malignant and amenable to treat- 
ment with a prospect of complete cure. The 
hemorrhage is often single and of short duration. 
It is imperative to determine its source; but fre- 
quently this is possible only while the bleeding is in 
progress. The pathologic process may be deter- 
mined later. 

In urging early investigation Macalpine quotes 
several other observers. Walther had 74 cases of 
hematuria with and without other symptoms; 50 
per cent of these showed growths and 72 per cent of 
the growths were malignant. In 709 cases of renal 
growths cited by Hinman (the published work of 
eight surgeons) hematuria was present in 42 per 
cent as an initial symptom, while in only 6.6 per 
cent was it unaccompanied by pain or tumor at the 
time of operation. The opportunity for early diag- 
nosis in many of these cases had evidently been lost. 
Eighty-three cases of hypernephroma cited by 
Braasch were of the same type. In 77 per cent of 
these hematuria had been present for more than _ 
a year before other symptoms led to treatment. 

The author cites also 4 cases in his own practice 
in which hematuria was the symptom of diseases 
other than new growth. These were cases of scurvy, 
rickets, early tubercle, ‘“‘essential hematuria,’’ and 
stone in the pelvic outlet. J. W. Ross, M.D. 
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SURGERY OF THE EYE AND EAR 


EYE 


Loeb, C.: Why We Accommodate. Am. J. Ophth., 
1921, iv, 265. 

The theory which the author offers to explain 
the causation of accommodation is as follows: 

1. The act of accommodation is caused by rays of 
light from any point on the surface of an object 
passing through the perceptive elements of the 
retina while still converging, or passing in an oblique 
direction from the periphery toward the center. 

2. Theamount of accommodative effort isdepend- 
ent directly upon the obliqueness with which the 
converging rays reach or pass through the retinal 
elements. 

3. Although the mechanism of accommodation is 
of phylogenetic origin, accommodation itself is an 
acquired act due to the fact that the individual 
learns from his experiences that certain sensations 
due to converging obliqueness of rays mean that 
an object lies closer to his eye than their far point 
and that certain muscular efforts are necessary to 
see it distinctly. This takes place so early in life 
that at the age of a few months it has become sub- 
conscious or involuntary. 

Corollaries to this theory are given as follows: 

1. The act of accommodation should always be 
present in a hyperopic eye. 

2. The act of accommodation should be present in 
an emmetropic eye when, the object looked at is at 
infinity (or its equivalent, 6 meters), but especially 
when it is at a finite distance. 

3. The act of accommodation should be present in 
a myopic eye whenever the object looked at is closer 
than the far point of the eye. 

4. The act of accommodation should be present in 
any eye when the rays reach it after passing through 
a concave lens sufficiently strong to alter their 
course so that they are converging when they reach 
the retina. 

5. The act of accommodation should be absent 
in any eye when the rays reach it after passing 
through a convex lens sufficiently strong to alter 
their course so that they are diverging when they 
reach the retina. 

6. The act of accommodation should be present 
in an astigmatic eye when either or both of its 
principal meridians refract the rays so that they 
converge when they approach the retina. The 
pain so frequently present in astigmatism is prob- 
ably due to a difference in the amount and char- 
acter of the obliqueness of the rays passing through 
the principal meridians, which results in differences 
in the amount of stimulus toward accommodation 
or even in a stimulus toward accommodation and 
a simultaneous stimulus toward relaxation of the 


accommodation. This warring of stimuli or their 
effects causes direct pain in the eye, referred pain 
in the head, or reflex symptoms such as dizziness, 
malaise, or disease such as blepharitis. 

7. A myopic eye with active accommodation 
should accept a stronger glass than its real refrac- 
tion because the tendency of a concave lens is to 
make the rays divergent. As soon as the focus is 
made to recede to the retina there is evoked an 
effort of accommodation due to the converging 
obliqueness of the rays which throws the focus in 
front of the retina and allows the acceptance of a 
stronger concave glass. 

8. A hyperopic eye with active accommodation 
can never accept a stronger glass than its real refrac- 
tion, and usually will accept a weaker one, because 
the tendency of a convex lens is to make the rays 
converging. The tendency of the accommodation is 
also to make the rays converging. When the sum of 
the two brings the focus onto the retina there will 
be clear vision. Additional strengths of convex 
lenses will tend to bring the focus in front of the 
retina and vision will be obscured until the diver- 
gence of the rays after they pass the focus causes 
the accommodation to relax and allows the focus to 
recede to the retina. As soon as the accommodation 
is completely relaxed, additional strengths of con- 
vex lenses will cause the rays to diverge obliquely 
and vision will be obscured. O. M. Rott, M.D. 


James, J. H.: Ocular Imbalance. Minnesota Med., 
1921, iv, 237. 

In persons with sluggish nerve sensibility hetero- 
phorias do not seem to have any particularly dis- 
turbing influence, while in those of greater sensi- 
bility they cause most distressing symptoms includ- 
ing blurring of vision and headaches of varied 
types such as that in the back of the neck known 
as the ‘‘check-rein”’ feeling. 

The varying conditions contributing to eye strain 
are so complicated and numerous that it is impos- 
sible to give relief and comfort with any degree of 
certainty by means of glasses alone. 

It should be our aim to adjust corrections so that 
the intrinsic and extrinsic muscles can work together 
in harmony. In order to do this the author has 
sometimes found it necessary to prescribe glasses 
the opposite of those called for by the refractive 
error. 

When the anomalies are due to the faulty attach- 
ment of muscles operation is often justified but 
should be done only when other methods fail. When 
they are due to inherent or acquired weakness, 
improper development, or paresis, gymnastics are 
indicated. When they are due to overuse, rest 
must be the remedy. 
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Muscle exercises must be supervised as the 
prisms must be correctly placed, regularity, per- 
sistency and rapidity are essential for success, and 
patients almost invariably fail to follow instruc- 
tions. 

The author recommends the Hazen kratometer 
as the best instrument for muscle exercising as it 
does away with the uncertainty and inconvenience 
of other prism practice. S. S. Howe, M.D. 


Marks, E. O.: A Recording Scotometer. Brit. J. 
Ophth., 1921, Vv, 170. 

This instrument, which is really a recording 
attachment for a Bjerrum screen, has been designed 
to obviate the laboriousness of noting and later 
plotting the findings in visual field examination. 

The mechanical principle adopted is that of the 
reducing instrument known as the pantograph. 
A standard, which holds a horizontal arm sup- 
porting a Bjerrum curtain, has attached to it the 
pantograph and a chart on which the findings of 
the long arm of the instrument which holds the 
test object are recorded by a pencil on the lesser of 
the two parts of the pantograph. 

; S. S. Howe, M.D. 


Roll, G. W.: A Foreign Body Retained in the Eye 
for Many Years. Proc. Roy. Soc. Med., Lond., 
1921, xiv, Sect. Ophth., 25. 


A metallic foreign body penetrated the eye of an 
arsenal worker eighteen years ago and when seen 
a few weeks after the accident the fundus presented 
up and out from the macula a greenish white oval 
spot which evidently was the encystment of the 
particle. Vision was 6/6; media clear; no corneal 
nebule. 

Vision is now 6/18. There is no macular change 
and no siderosis. The only ophthalmoscopic features 
are an area of atrophy below the foreign body and 
a slight deposit of pigment. There is a limited loss 
of visual field to the nasal side. 

A case is cited also in which a foreign body re- 
mained in an eye for twenty-nine years without 
causing trouble. S. S. Howe, M.D. 


Batten, R. D.: The Clinical Significance of Deep 
Tension of the Eye in Its Bearing on Glaucoma, 
As Illustrated by Rubber Balloons. Proc. 
Roy. Soc. Med., Lond., 1921, xiv, Sect. Ophth., 29. 


An experiment with rubber bulbs is described 
which shows that the terms “tension” and “pres- 
sure” as used in relation to the eye are descriptive 
of different states. 

Two India-rubber balloons of equal size and com- 
municating with each other and with a manometer 
are inflated. Up to a certain point expansion and 
tension remain equal. The elasticity of one bulb 
then giving way, this bulb expands while the other 
slightly contracts. At the same time the pressure 
in the manometer falls to a point at which it re- 
mains stationary. The larger balloon feels harder 
because the membrane is thin and stretched and 


pressure gives a sense of resistance called deep ten- 
sion. The smaller balloon feels softer because its 
walls are thicker and not taut and its true tension 
is slightly less than that of the larger balloon. 

Deep tension in the eye is represented by the 
extent to which an eye dimples to a given pressure. 
This tension varies. In some eyes the superficial 
tension is so soon passed that it may be confused 
with deep tension. 

In myopia expansion of the eye may take place 
without a rise of pressure. This may be present also 
in eyes with progressive glaucomatous cups in which 
no tension can be detected. S. S. Howe, M.D. 


Butler, T. H.: The Trephine in Chronic Glau- 
coma. Arch. Ophth., 1921, i, 1. 


Analysis of the author’s cases of chronic glau- 
coma treated by iridectomy showed that only 43 
per cent were permanently relieved. Many of the 
eyes were subsequently trephined with varying 
success although trephination after iridectomy was 
found to be neither so easy nor so successful as pri- 
mary trephination. 

In cases of sclerotomy successful results were 
obtained in 64 per cent. Holth’s punch operation 
was most effective in reducing tension but nearly 
all cases of late infection followed this procedure. 

As the author found the 114 mm. trephine too 
small, he devised a 2 mm. trephine. With the latter 
he has been able to obtain a good result in 77 per 
cent of cases. 

When trephining with the 2 mm. instrument is 
done early in glaucoma simplex the chances for a 
long intermission or a complete cure of the disease 
are excellent. The indications are raised tension 
with signs of impairment of function. 

Butler doubts the permanent value of miotics in 
eyes without shallow anterior chambers and the 
validity of the opinion that many cases would have 
progressed as well without local treatment and 
that miotics should be reserved for cases in which, 
because of the patient’s age, nervous instability, or 
other circumstances operation is definitely contra- 
indicated. 

He does not accept the view that when contrac- 
tion of the visual field menaces the fixation point 
any operation is apt to cause loss of central vision. 
In his opinion the greater the contraction of the 
fields the more urgent the need for immediate 
operation. S. S. Hower, M.D. 


Burch, F. E.: Ocular Tuberculosis. Minnesota 
Med., 1921, iv, 198. 

We are able to recognize ocular tuberculosis by 
certain characteristic clinical appearances and 
the patient’s age and personal and family history. 
The chief aid, however, is the tuberculin reaction. 

Eye tuberculosis occurs commonly in patients 
who seem to be in fair general health. The patho- 
logic histology is always atypical, tubercle bacilli 
are demonstrated with great difficulty, and diagnosis 
by inoculation is rarely possible. 
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Most cases of episcleritis, scleritis, and sclerosing 
keratitis, certain non-ulcerative types of keratitis, 
about 10 per cent of cases of anterior uveitis and 
iritis, and a few types of exudative chorioiditis and 
chorioido-retinitis are found to be tuberculous. 

Whether so-called phlyctenular keratitis and 
conjunctivitis may be classified as tuberculous is 
still unsettled, but physical evidences of tubercu- 
losis are found in the majority of the patients. While 
these conditions generally become cured without 
the use of tuberculin, Derby found that all cases 
progressed better when tuberculin was employed. 

Seven cases of tuberculosis of the eye are reported 
in detail. Emphasis is placed on the use of tubercu- 
lin in the diagnosis and treatment but attention is 
called to the possibility that vision may be made 
worse by the reaction, especially in retinal lesions. 
The use of tuberculin in chronic cases is recom- 
mended. 

The majority of cases are progressive and of the 
chronic type. The results of tuberculin therapy, 
especially in lesions of the anterior quadrant of the 
globe, are distinctly good. S. S. Howe, M.D. 


Danis, M.: Congenital Anomalies of the Fundus 
of the Eye. Am. J. Ophth., 1921, iv, 233. 


This article reports the opthalmoscopic appear- 
ances found in three cases. In one there was a per- 
sistent hyaloid artery and visible canal of Cloquet. 
In the others there was a membranous and more 
or less opaque structure in front of the disc. This 
was regarded in one case as an epipapillary mem- 
brane and in the other as an anomalous prolongation 
of the lamina cribrosa. O. M. Rort, M.D. 


EAR 
Rott, O. M.: Concerning the Question of Jugu- 
lar Ligation in Sinus Thrombosis. Ann. Otol., 
Rhinol. & Laryngol., 1920, xxix, 820. 
With regard to jugular ligation in sinus thrombo- 
sis there are many variations of opinion between 
the ultra-conservative view that it should be done 


. only after the appearance of metastasis, and the 


ultra-radical view that it is indicated by the mere 
presence of sinus thrombosis. 

Rott classifies these various views as follows: 
(1) those favoring ligation in all cases, (2) those 
opposed to it in all cases, (3) those favoring it only 
in the absence of free bleeding from the jugular end 
of the sinus, (4) those favoring it only when rigors 
and fever continue after the removal of the throm- 
bus, and (5) those favoring it only after the devel- 
opment of metastases. 

After critically reviewing, in the light of present 
knowledge, the principles upon which these va- 
rious views are based he offers the following indica- 
tions for jugular ligation in sinus thrombosis: 


1. In the presence of metastases or when the 
vein presents physical evidences of thrombosis. 

2. When free bleeding fails to occur from the 
jugular end, even though there are no metastases 
or physical evidences of thrombosis in the vein. 

3. When rigors and fever continue or re-appear 
after the sinus operation even though free bleed- 
ing has occurred from the jugular end. 

The term “ligation” as used in this article refers 
to any jugular operative interference, simple liga- 
tion or ligation with resection. 


Vernieuwe: Anomalies of the Sinuses of the Dura 
Mater and Their Clinical Significance in Otol- 
ogy (Les anomalies des sinus de la dura-mére; leur 
signification clinique en otologie). Rev. de laryngol.. 
1921, xlii, 208, 239. 

The most frequent anomalies of the sinuses of the 
dura mater are discussed and the arrangement of 
the sinuses is shown by illustrations. A typical tor- 
cular herophili as described in textbooks was found 
in only 3 of 60 cases examined. 

In 67 per cent of the cases the superior longitudinal 
sinus emptied into the right transverse sinus and the 
straight sinus continued into the left transverse 
sinus. In these cases the right transverse sinus was 
larger than the left. In 6 per cent of the cases the 
superior longitudinal sinus emptied into the left 
transverse sinus which was then the larger, and the 
straight sinus emptied into the less well-developed 
right transverse sinus. 

In some cases there was a connection between the 
veins of the middle ear and those of the meninges and 
occasionally with those of the temporosphenoidal 
lobe. Through the meningeal veins above the mid- 
dle ear a communication with the veins of the middle 
and posterior cerebral fossa was found. Therefore 
infection may extend from the middie ear to the 
meninges in the absence of a connection which is 
visible macroscopically. Such extension is particu- 
larly apt to occur in children. 

The typical syndromes of thrombosis of the dif- 
ferent sinuses are described. These are apt to be 
obscured by thrombosis of anomalous sinuses. 
Three cases are described, one of an anomalous sinus 
emptying into the lateral sinus, one of a petro- 
squamous sinus emptying into the cavernous sinus, 
and one in which there was a congenital fissure of 
the ear, and the superior longitudinal sinus emptied 
into the right transverse sinus near the junction of 
the vertical and horizontal parts, a little above the 
point where the mastoid emissary vein empties. 
In the third case there may have been some connec- 
tion between the two anomalies in embryological 


development. 
The article is supplemented with’a bibliography of 
78 titles. A. G. Morean, M.D. 
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Maselli, D.: A Case of Primary Syphiloma of the 
Palatine Tonsil (Sopra un caso di sifiloma iniziale 
della tonsilla palatina). Policlin., Roma, 1921, 
xxviii, sez. prat., 404. 


Mucous plaques indicating secondary syphilis 
are not unusual in the tonsils, but primary syphiloma 
is rare and therefore apt to be overlooked. The 
author reports the case of a man 25 years of age who 
treated himself for a few days for “‘sore throat,” 
but was finally obliged to seek medical aid because 
of pain, difficulty in swallowing, and swelling of the 
cervical glands. 

Only one tonsil was swollen and inflamed. About 
ten days after the beginning of the condition an 
ulcer with a hard base and margins developed. 
This at first caused only slight local and general 
disturbance, but after about five or six days was 
complicated by lateral cervical adenitis. The signs 
indicated either Vincent’s angina or syphilis. The 
bacteriologist reported, “Streptococci and staphyl- 
ococci; a few fusiform bacilli and spirilli; diagnosis, 
Vincent’s angina.”’ The author, still not satisfied, 
gave an injection of novarsenobenzol. The next 
day there was a typical Herxheimer reaction, the 
skin being covered with a syphilitic rash. 

Maselli emphasizes the importance of making a 
Wassermann test in all cases of ulcer of the tonsil 
when there is the slightest suspicion of syphilis, 
and of giving treatment for syphilis until all doubt 
is dispelled. He advises mercury treatment rather 
than the use of novarsenobenzol. 

Auprey G. Morcan, M.D. 


Macleod, A. L.: Reports of Two Cases of Fatal 
Tonsillectomy. Proc. Roy. Soc. Med., Lond., 
1921, xiv, Sect. Laryngol., 31. 

Macleod reports two cases of death following 
tonsillectomy. The first was that of a girl 10 years 
of age who was operated upon under ethyl chloride 
anesthesia. At the end of seven hours she vomited 
bright blood. This vomiting continued for one 
hour and a half until ether was administered, the 
pillars were stitched, and a plug was inserted into 
the nasopharynx. Nine hours later, when she was 
apparently improving, death occurred suddenly. 
There was no autopsy and on the death certificate 
the cause was given as pulmonary embolism. 

In the second case, that of a girl 6 years of age, 
hemorrhage occurred two hours after the operation. 
One-half hour later a second anesthetic was given, 
the pillars were stitched, and a postnasal plug was 
inserted. Without recovering consciousness the 
patient died suddenly four hours later. Death was 
attributed to hemorrhage and shock. 


According to Stuart-Low it is much wiser not to 
give a second anesthetic in such cases of hemorrhage 
as it raises the blood pressure and keeps up the bleed- 
ing. A clot should be thoroughly removed and the 
bleeding point sought for. Concerning this pro- 
cedure, however, opinions differ. Franklin believes 
that a fully organized clot should not be disturbed. 
If it were not organized, continuous oozing from the 
deep surface of the clot would necessitate its removal. 

O. M. Rort, M.D. 


Jackson, C.: High Tracheotomy and Other Er- 
rors, the Chief Causes of Chronic Laryngeal 
Stenosis. Surg., Gynec. & Obst., 1921, xxxii. 392. 


The most frequent cause of chronic laryngeal ste- 
nosis is high tracheotomy. 

While in a given case no one has any right to say 
that the operation which saved that patient’s life 
was unjustifiable, yet, equally rapid methods being 
available, high tracheotomy should not be taught. 

The classic distinction between a high and low 
tracheotomy with reference to the isthmus of the 
thyroid gland should be abandoned. The vitally 
important decision as to where the trachea should 
be incised should not depend upon the negligible 
isthmus. Only one tracheotomy should be taught 
and that should be a low one. 

The trachea should always be incised lower than 
the first ring except in those rare cases in which 
laryngoptosis renders this impossible without enter- 
ing the anterior mediastinum. 

The cricoid cartilage should never be cut unless 
laryngoptosis places all the rings of the trachea below 
the upper border of the manubrium, when entering 
the mediastinum would be necessary if the rule were 
followed. 

The tracheotomic causes contributing to chronic 
laryngeal stenosis are: 

1. High tracheotomy. 

2. Hasty operation. 

3. Attempts to induce general anesthesia. 

4. Cutting of the cricoid cartilage. 

5. Hacking the trachea by making several inci- 
sions instead of one. 

6. Denudation of the tracheal cartilages of peri- 
chondrium with resultant necrosis. 

7. Suturing of the wound. 

8. Prolonged wearing of a cannula of improper 
size, shape, or material, such as rubber or aluminum, 
or a cannula with a fenestra or without a pilot. 

9. Neglect of proper after-care. 

If in an emergency a high incision of the trachea 
is necessary, a cannula should not be worn in it. 
As soon as breathing has been resumed a low 
incision should be made and the cannula inserted 
therein. 
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The fundamental cause of the high incidence of 
chronic laryngeal stenosis lies in the faulty teaching 
of the surgical textbooks. Eminent surgeons would 
not do a tracheotomy through the larynx to avoid 
the isthmus of the thyroid gland or because of haste, 
but such surgeons are not always at hand when an 
emergency tracheotomy is necessary. These opera- 
tions are usually postponed until respiration has 
ceased. If respiration has not already stopped, the 
practitioner promptly stops it by attempting to 
give a general anesthetic. O. M. Rort, M.D. 


MOUTH 


Sistrunk, W. E.: The Results of Surgical Treat- 
ment of Epithelioma of the Lip. Ann. Surz., 
1921, Ixxiii, 521. 

The author made this study to determine the 
results of operation for cancer of the lip after a lapse 
of from five to eight years. The results in this 
group of cases differ somewhat from those previously 
reported by Judd and Beckman. 

A great difference is to be expected between the 
results in cases in which the glands are involved at 
the time of operation and those in cases in which 
operation is performed before glandular involvement 
can be demonstrated. The best results were obtained 
when the glands that drain the lip were removed 
as a prophylactic measure. 

The lymphatic drainage from the lower lip passes 
through the submental lymphatics which drain the 
central portion of the lower lip and the submaxillary 
lymphatics which drain the remainder of the lip and 
the anterior portion of the cheek. On account of 
the free lymphatic anastomosis it is necessary to 
remove the glands on each side. 

In small growths the glands should be removed 
first, and the growth on the lip immediately after- 
ward. If the growth is extensive and a large portion 
of the lip must be excised, it is best to remove the 
glands first and the growth about three or four days 
later. The growth may be removed first, but oc- 
casionally infection delays removal of the glands. 

The technique employed in removing the sub- 
mental and submaxillary glands is as follows: 

The incision, parallel to the lower jaw about mid- 
way between the upper portion of the thyroid car- 
tilage and the symphysis of the jaw, extends from the 
inner border of the sternomastoid on one side to a 
similar point on the opposite side. The skin and 
platysma muscle are reflected upward as high as the 
jaw bone, and all of the glands and fascia of the 
submental region are removed. The glands, fascia, 
and fat, including the submaxillary and salivary 
glands, are removed from the submaxillary region. 
The ducts of the salivary glands are cut off just 
underneath the mylohyoid muscle, and the facial 
arteries and veins are cut off at the level of the 
digastric muscle and again at the point where they 
cross the lower jaw bone. 

It is necessary to guard against injury to the lin- 
gual branch of the fifth nerve, to the hypoglossal 
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nerve, and to the inframandibular branch of the 
seventh nerve. The hyoglossus muscle forms the base 
of the submaxillary triangle. All the fat down to the 
muscle should be removed. 

If the glands on either side of the neck are involved 
at the time of operation, all the glands draining that 
side of the neck should be removed by a block dis- 
section. The glands and fascia from all the triangles 
are removed as high as the styloid process. The 
dissection extends down to the deep muscles of the 
neck, the glands and fascia lying along the carotid 
artery and the jugular vein being removed. The 
phrenic nerve, brachial plexus, common and internal 
carotid arteries, and the hypoglossal, vagus, and 
sympathetic nerves should be avoided. The omo- 
hyoid and sternomastoid muscles are removed and 
the spinal accessory nerve sacrificed. If the internal 
jugular vein is involved on one side of the neck, it 
may be removed. 

In reviewing the histories of the patients, only 
those who had primary operations at the Mayo 
Clinic during the years 1912, 1913, and 1914 were 
considered. After dropping from the scries the cases 
of recurrence, incomplete operation, and those in 
which no data were obtained after the operation, 
136 cases remained. These the author classifies in 
three groups: 

Group 1 comprises 98 cases in which a primary 
complete operation was performed when the glands 
were not involved; that is, a local excision of the 
growth with the removal of the glands draining the 
lower lip. Fourteen of these patients are dead, = 
from diseases other than cancer. Three letters were 
returned marked ‘“‘deceased”’ without further in- 
formation. Six patients died of recurrence. Ex- 
cluding the 5 cases of death from disease other than 
cancer, 93 patients remain and there were g deaths 
from known recurrences; consequently 90.3 per 
cent are alive from five to eight years after the opera- 
tion. 

Group 2 comprises 11 cases in which the glands were 
involved at the time of operation. In 6 cases a block 
dissection was done; 5 of these patients are dead, and 
1 is alive five years and three months after the 
operation. In the other 5 cases, on account of the 
patient’s age or physical state, block dissections 
were not done, only the involved group of glands 
being removed. Four of these patients are dead 
and 1 is alive five years and eight months after the 
operation. Of the 11 patients, only 2 (18.1 per 
cent) are alive five to eight years after the operation. 

Group 3 comprises 27 cases in which, usually on 
account of the patient’s age or physical condition, 
the operation was restricted to excision of the 
growth only. Three patients died from disease 
other than cancer of the lip. After deducting 
these 3 cases, 24 remain, among which there were 5 
deaths and 19 cures (79.2 per cent) five to eight years 
after operation. 

The percentage of cures following operation was 
lower among the patients with glandular involve- 
ment than among those without such involvement. 


| 


SURGERY OF THE NOSE, THROAT, AND MOUTH 251 


The percentage of five-year to cight-year cures 
when the glands were involved was almost identical 
with that obtained in cases of cancer of the breast 
in which the glands were involved. The percentage 
of local recurrences after operation seems too large. 
This probably could be decreased to a certain extent 
by wide removal of the growth and the use of 
radium after operation. Rapidly growing epithe- 
liomata are best removed with the actual cautery 
without a plastic operation at the time. 

Treatment of the growth by means of radium and the 
X-ray, without removal of the glands, does not seem 
aradical method. Radium often destroys the growth 
but such a procedure is almost identical with the 
methods in which the growth is removed with pastes 
or by local excision. Although there may be no local 
recurrence following the latter procedures, in about 
20 to 30 per cence of the cases metastasis occurs 
later in the submaxillary and submental glands. 

Frencu K. HANSEL, M.D. 


Jones, C.: Salivary Calculus in an Acromegalic. 
Ann. Surg., 1921, lxxiii, 527. 

The author reports the case of a woman, 56 years 
of age, who had a tumor under the right jaw. The 
patient, an acromegalic of marked degree, had first 
noticed a hard painful swelling beneath the angle 
of the right jaw two or three years before her 
admission to the hospital. Two months previ- 
ously this swelling became suddenly enlarged, 
inflamed, and very tender. After the application 
of hot poultices the condition subsided. At the 
time of the patient’s admission to the hospital a 
hard mass about the size of a walnut was found 
just below the angle of the right lower jaw, to 
which it was apparently attached. and though it 
was slightly mobile the mass suggested a skeletal 
exostosis associated with the acromegaly. 

X-ray examination, however, revealed an opaque, 
probably calcified body which was not connected 


with the jaw. The shadow measured 24 by 32 mm. 
The entire lesion was removed under local anesthe- 
sia. The pathologic examination showed an indu- 
rated submaxillary gland containing within a cavity 
lined with a definite membrane an irregular yellow 
mass of calcareous substance. This cavity com- 
municated directly with Wharton’s duct, and the 
calculus could be readily felt with a probe passed 
down the lumen of the duct. Its weight was 9.4 
gm. On microscopic examination the surrounding 
tissues showed a chronic inflammatory process with 
increased fibrous tissue. 

Salivary calculi are formed from the inorganic 
salts in solution in the normal saliva. Under 
abnormal conditions these are usually deposited on 
the teeth as tartar, but occasionally in the salivary 
ducts or acini as calculi. The calculi may have 
bacteria, epithelial débris, or a foreign body as 
nuclei. The inorganic salts concerned are the car- 
bonates and phosphates of lime, potash, and magne- 
sium. Bacterial action or the todgment of a foreign 
body sets up an inflammatory process around the 
orifice of a duct or acinus which causes blocking, 
constriction, or roughening, and the decomposition 
of the saliva with consequent deposition of the 
salts. Calculus formation gradually results, the 
final stage being a stone which !ater may be ejected 
if it is not of large size. Of 37 stones, Czygen found 
22 in Wharton’s duct, 4 in the submaxillary gland, 
5 in Stenson’s duct, 1 in the parotid gland, 4 in the 
sublingual duct, and 1 in Bartholini’s duct. 

Complications of salivary calculi, if untreated, 
may be serious. Abscess formation is the most 
common. Fistula may result, and necrosis of the 
jaw may follow a large abscess. Occasionally small 
stones may be removed from within the. mouth 
but as a rule an external incision is necessary. In 
the diagnosis sialolithiasis must be distinguished 
from root abscess. 

FREDERICK CHRISTOPHER, M.D. 
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